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Introductory Chapter: Thesis Overview 
 
Posttraumatic Stress Disorder (PTSD) is an anxiety disorder which develops 
following a traumatic event. PTSD is characterised by symptoms including nightmares, 
flashbacks, irritability and sleeping difficulties, amongst a range of other symptoms as 
described in the Diagnostic and Statistical Manual of Mental Disorders, 5
th
 edition (DSM-5) 
(American Psychiatric Association, 2013). Recent changes made to the diagnostic criteria for 
PTSD in the DSM-5 (2013) now consider hearing about a traumatic event as being directly 
traumatising for individuals, and further considers developmental factors in children when 
assessing for PTSD (American Psychiatric Association, 2013).  
 It is recognised that both adults and children can develop posttraumatic stress 
symptoms (PTSS) following a range of traumatic events. Research assessing parent and child 
reactions when children have experienced physical illness indicates that both parents and 
children experience PTSS (Santacroce, 2002; Fuemmeler, Mullins & Marx, 2001; 
Fuemmeler, Mullins, Van Pelt, Carpentier & Parkhurst, 2005). Parent and child PTSS 
following accidental traumatic injury to a child, however, is less well understood. The 
systematic review in chapter one of this thesis, aims to synthesise the current literature in the 
area of PTSS in parents and children, following accidental injury to the child. The 
background to the development of this synthesis is presented. This review was produced in 
order to gain an understanding of, and to synthesise, current research findings, and to identify 
whether parent PTSS is associated with the development of child PTSS.  
 The results of the systematic review highlight gaps in knowledge, and a significant 
lack of qualitative research in this area. There is limited understanding of parents‟ 
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experiences of their physically-injured child being returned home into an environment where 
parents may potentially be traumatised.  
 Parents‟ PTSS can have a negative impact on child coping and the development of 
child PTSS following their physical injury (Ostrowski, Christopher & Delahanty, 2007; 
Nugent, Ostrowski, Christopher & Delahanty, 2007). It is vital to understand and address, 
parents‟ responses to traumatic events, which may be associated with children‟s responses. 
The empirical paper presented in chapter two of this thesis therefore aims to assess the 
frequency of parent PTS responses following their child‟s accidental traumatic injury, to add 
to the current evidence base. Given the limited understanding of parents‟ experiences of these 
events within the literature, the current study also explores parents‟ experiences of their child 
returning home after presenting with relatively high levels of PTSS when their child was in 
hospital. It is important to understand parents‟ experiences of these events in order for 
clinicians to know how to best support families, and to minimise PTS reactions.  The 
empirical paper presents background research leading to the rationale of the current study, 
and the methods selected to address the aims and objectives of the research. Results are 
presented followed by a discussion, including clinical implications and areas for future 
research.  
 
 
 
 
 
 
 
 
3 
 
References 
 
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
disorders (5
th
 ed.). Arlington, VA: American Psychiatric Publishing 
Fuemmeler, B.F., Mullins. L.L. & Marx, B.P. (2001). Posttraumatic stress and general 
distress among parents of children surviving a brain tumor. Children‟s Health Care, 
30, 169-182.  
Fuemmeller, B.F., Mullins, L.L., Van Pelt, J., Carpentier, M.Y. & Parkhurst, J. (2005. 
Posttraumatic stress symptoms and distress among parents of children with cancer. 
Children‟s Health Care, 34, 289-303.  
Nugent, N.R., Ostrowski, S., Christopher, N.C., Delahanty, D.L. (2007). Parental 
posttraumatic stress symptoms as a moderator of child‟s acute biological response and 
subsequent posttraumatic stress symptoms in pediatric injury patients. Journal of 
Pediatric Psychology, 32, 309-318.  
Ostrowski, S.A., Christopher, N.C. & Delahanty, D.L. (2007). Brief report: The impact of 
maternal posttraumatic stress disorder symptoms and child gender on risk for 
persistent posttraumatic stress disorder symptoms in child trauma victims. Journal of 
Pediatric Psychology, 32, 338-342.  
Santacroce, S.J. (2002). Uncertainty, anxiety, and symptoms of posttraumatic stress in 
parents of children recently diagnosed with cancer. Journal of Pediatric Oncology 
Nursing, 19, 104-111.  
 
 
 
 
PARENT AND CHILD PTSS FOLLOWING ACCIDENTAL INJURY 4
  
 
 
 
Chapter 1 
 
The Association Between Parent and Child Posttraumatic Stress Symptoms 
Following Childhood Accidental Injury:  
A Systematic Review 
 
 
Jennifer R. Dainty 
University of Liverpool 
 
 
 
 
 
 
 
 
 
 
 
 
 
PARENT AND CHILD PTSS FOLLOWING ACCIDENTAL INJURY 5
  
 
 
Abstract 
Background: Posttraumatic stress disorder (PTSD) and/or posttraumatic stress symptoms 
(PTSS) are recognised as occurring in parents and children following serious childhood 
medical illness, injury, and other traumatic events. Parents‟ coping responses are 
hypothesised to have an influence on children‟s coping styles. When avoidance coping styles 
in particular, are employed, PTS symptoms are likely to be present, in accordance with Ehlers 
and Clark‟s (2000) cognitive model of PTSD. Aims: This paper systematically reviews the 
literature, investigating the association between parent and child PTSS following accidental 
paediatric injury. Method: Four relevant databases were accessed and quality assessment was 
performed on all papers, before data were synthesised. Results: Nine papers were reviewed 
and the majority of them reported an association between parent and child PTSS following 
accidental injury, regardless of whether parents were involved in, or witnessed the accident, 
though these factors did contribute to higher scores in some studies. There were variations 
with regard to parent gender and the persistence of PTSS at particular time points. 
Limitations, clinical implications and areas for future research are discussed.  
 Keywords: posttraumatic stress, children, parents, accidental injury 
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Introduction 
Posttraumatic Stress Disorder (PTSD) 
Posttraumatic stress disorder (PTSD) is recognised as occurring in children and adults 
across the lifespan, following exposure to a traumatic life event. The Diagnostic and 
Statistical Manual of Mental Disorders, 4
th
 ed. revised (DSM-IV-TR) defines a traumatic 
event as one in which there is actual or threatened death, serious injury, or threat to the 
physical integrity of the self or others (American Psychiatric Association, 2000). The 
response in this situation includes fear, helplessness or horror. In children, disorganised or 
agitated behaviour may be an expression of a posttraumatic stress response. To meet criteria 
for a diagnosis of PTSD, the individual may experience recurrent and intrusive distressing 
recollections of the event, distressing dreams, reliving the experience / flashbacks / 
hallucinations, and experience intense psychological distress and physiological reactivity 
when cues are presented which have an association with the traumatic event. PTSD will only 
be diagnosed when individuals have experienced these symptoms for longer than one month.  
There is a separate disorder defined as Acute Stress Disorder (ASD), where symptoms 
are similar to PTSD symptoms, with the primary difference being that symptoms resolve 
within one month of the event, as well as there being greater emphasis on dissociative 
reactions (American Psychiatric Association, 2000; 2013). Individuals meeting criteria for 
PTSD will demonstrate avoidance of stimuli associated with the traumatic event, and 
persistent increased arousal may result in difficulties sleeping, hyper-vigilance and 
irritability. These disturbances can cause impairment in social, occupational or other 
important areas of functioning (American Psychiatric Association, 2000). The papers 
reviewed in this study were all published when the DSM-IV (1994) and DSM-IV-TR (2000) 
criteria were in circulation. 
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The DSM has recently been updated, and the DSM-5 was released in May 2013, with 
some changes being made to the definition of PTSD. The DSM-5 recognises that learning 
about a traumatic event occurring to a close family member or close friend can be a traumatic 
event in itself, which was not recognised in previous versions of the DSM (American 
Psychiatric Association, 2013). Criteria in the DSM-IV regarding experiences of intense fear, 
helplessness or horror have now been excluded, as these subjective experiences were reported 
to have had no utility in predicting PTSD. In addition, there are now four symptom clusters in 
the DSM-5, comprising re-experiencing, avoidance, negative cognitions and mood and 
arousal. Arousal has replaced the hyper-vigilance cluster in the DSM-IV, and the DSM-5 
now includes aggressive / reckless acts of behaviour, and sleep disturbance, as well as hyper-
vigilance. This emphasises the „fight‟ response that is often observed in those with PTSD, 
rather than just the „flight‟ response. In children, there is now a „preschool‟ PTSD subtype 
and diagnostic criteria include developmental reactions, including extreme temper tantrums 
and an exaggerated startle response, and similarly to adults, sleeping problems (American 
Psychiatric Association, 2013). 
Ehlers and Clark (2000) proposed a cognitive model to explain the development of 
PTSD, which theorises that PTSD occurs when a traumatic event and/or its sequelae are 
processed in a way that produces a current sense of threat. The perceived threat influences a 
range of cognitive and behavioural responses which prevent change, and so PTSD is 
maintained (Ehlers and Clark, 2000). In a study conducted by Stallard and Smith (2007), 
relationships between posttraumatic stress responses and strategies to manage distress such as 
rumination, thought suppression and distraction, were found, supporting Ehlers and Clark‟s 
cognitive model of PTSD. Additionally, Ehlers, Mayou and Bryant (1998) found that 
negative interpretations of events, rumination and thought suppression were maintaining 
factors in PTSD.  
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Cognitive avoidance, cognitive restructuring and distraction have been highlighted as 
some of the primary coping strategies that children use to manage their medical conditions 
(Landolt, Vollrath & Ribi, 2002). Given the links between these coping strategies and 
posttraumatic stress symptoms (PTSS), post-traumatic stress reactions may be highly 
prevalent across paediatric settings. Such coping mechanisms function to alleviate acute 
distress in the immediate aftermath of a trauma, though they can be maladaptive in the long-
term.  
Given the potential for such coping strategies to become maladaptive, and their 
impact on psychological well-being in the long-term, effective treatment interventions are 
vital in supporting individuals post-trauma. Trauma-focused cognitive-behaviour therapy 
(TF-CBT) is recommended by the National Institute for Health and Clinical Excellence 
(NICE, 2005) to treat PTSD. This has been shown to be effective in children as young as 
three years old (Scheeringa, Weems, Cohen, Amaya-Jackson & Guthrie, 2011).  
 
Parent PTSD and Child Health 
Posttraumatic stress has been recognised as being highly prevalent in parents of 
children with chronic medical conditions and serious illness. Santacroce (2003) reports a 
consistent link across studies between parental uncertainty about their child‟s health and 
PTSS. Santacroce (2003) suggests that parents utilise strategies to cope with uncertainty, 
which could be interpreted as avoidance and hyper-vigilance, which are strategies (or 
symptoms) consistent with the PTSD diagnostic criteria. 
An earlier study by Santacroce (2002) also indicated the role of uncertainty in 
predicting parental PTSS following a child‟s recent diagnosis of cancer, with two thirds of 
parents experiencing moderate to severe levels of PTSS. Similar findings have been found in 
parents of children surviving brain tumours, and results in a study conducted by Fuemmeler, 
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Mullins and Marx (2001) also highlights that uncertainty about illness is a predictor of PTSS, 
as well as increased emotion-focused coping, which has also been associated with maternal 
adjustment to child‟s cancer in previous research (Baskin, Forehand & Saylor, 1985). 
Fuemmeler, Mullins, Van Pelt, Carpentier and Parkhurst (2005) found that 32% of parents of 
children who had survived cancer met the criteria for a diagnosis of PTSD, with other studies 
supporting these findings, and particularly highlighting that PTSS symptoms are significantly 
higher in these families than those with healthy children (Barakat, Kazak, Meadows, Casey, 
Meeske & Stuber, 1997). 
 
Paediatric Intensive Care 
In addition to chronic childhood medical conditions, it is well recognised that a 
child‟s admission to intensive care can be a time of crisis for parents, and studies in this area 
report that coping and appraised stress at the time of a child‟s ICU admission, can have 
profound implications for parents‟ adaptation to their child‟s condition over time 
(LaMontagne, Johnson & Hepworth, 1995). Following intensive care treatment, parents and 
children are likely to go through a time of adjustment. A number of studies have investigated 
the prevalence of PTSS in parents following their child‟s sudden admission to a paediatric 
intensive care unit (PICU), as this is recognised as a traumatic experience for parents due to 
the threat to their child‟s life. In a study conducted by Bronner, Knoester, Bos, Last and 
Grootenhuis (2008), 15% of mothers and 9% of fathers could be diagnosed with PTSD three 
months following their child‟s admission to the PICU. Risk factors contributing to the 
development of parental PTSD have been found to include avoidance and hyper-arousal 
symptoms, as well as pre-morbid life events and the availability of psychosocial support 
(Bronner, Peek, Knoester, Bos, Last & Grootenhuis, 2009). To further explore parents‟ 
experiences of their child‟s admission to a PICU, Latour et al. (2011) conducted a qualitative 
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study with parents. In almost all of the interviews, there was a level of emotional intensity 
associated with parents‟ experiences, with themes including a sense of unreality and feeling 
powerless, which raised parents‟ stress levels (Latour et al., 2011). PTSS is a relatively 
common and distressing experience for parents, which occurs across the paediatric setting.  
 There is increasing research into the psychological effects on parents and children 
following a child‟s medical illness and/or ICU admission, which highlights relatively high 
rates of PTSS across samples (Santacroce, 2003; Barakat et al., 1997; Bronner et al., 2008). 
However, the impact of sudden accidental injury to a child, on parents and children‟s 
psychological well-being is less well understood.  
 
Implications for Current Review 
Physical injury can be a very traumatising event for children, given the possible 
effects on the child‟s life and/or health. Serious injury has been recognised by the DSM-IV 
(1994), and now by the DSM-5 (2013), as a traumatic event (American Psychiatric 
Association, 1994; 2013). A child‟s ability to implement effective coping strategies may 
mediate the onset of PTSD. Coping strategies utilised by children in the aftermath of a 
traumatic incident have been found to include “wishful thinking, social support, distraction 
and cognitive restructuring” (Marsac, Donlon, Winston & Kassam-Adams, 2011). Emotion-
focused strategies such as distraction and withdrawal are often used by children at the time of 
a trauma; however these coping strategies may maintain PTSD in the long-term (Stallard, 
Velleman, Langsford & Baldwin, 2001). According to PTSD theories, traumatic memories 
need to be adequately processed in order for them to be stored correctly in the brain, and to 
subsequently reduce ASD/PTSD symptoms (Brewin, Dalgleish & Joseph, 1996). When 
distraction and withdrawal / avoidance strategies are employed, this does not allow for 
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processing of the traumatic memories according to the theory, and PTS symptoms are likely 
to present.  
With regard to children‟s responses to traumatic events, they may develop coping 
strategies based on their parents‟ responses to trauma. There is a risk of PTSS developing 
when maladaptive coping strategies are employed, as these strategies can prevent processing 
of traumatic events (Brewin et al., 1996). It is therefore important that parents are equipped to 
manage their own emotional responses following a child‟s traumatic event, in order for 
parents to support their child effectively in their recovery. Parents are required to help their 
children cope in multiple ways. According to Duzinski et al. (2012), if parents are 
experiencing PTSS, they may have more difficulty modelling adaptive coping at the time of a 
child‟s traumatic event, and the child may then be more likely to develop PTSS. It is 
important to further understand the rates of PTSS in parents, and how parent PTSS may 
contribute to the development of PTSS and/or maladaptive coping, in their child.  
 
Aims and Hypotheses 
The current review aims to assess whether parental posttraumatic stress symptoms are 
associated with child posttraumatic stress symptoms following accidental injury to the child. 
The review investigates the hypothesis that there will be a positive association between these 
variables.  
 
Method 
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses Checklist 
(PRISMA, 2009) was followed to ensure that all aspects of the review were completed 
systematically (see appendix 1 for PRISMA checklist). Eligibility criteria were employed in 
order to identify relevant research articles: 
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Eligibility Criteria 
a) The primary, or co-primary variable, is post-traumatic or acute stress. 
b) Validated, quantitative measures were used to assess PTSD, PTSS or ASD in parents 
and children. 
c) The trauma is related to child accidental injury. 
d) The study specifically addresses the impact on child PTSS (aged 0-16 years). 
e) The study is available in the English language. 
      f)   The study does not use a burns or TBI specific sample. 
             
A systematic search was performed to gather relevant research articles for inclusion in 
this review. The following databases were searched in line with their relevance to the 
research topic: Web of Knowledge; PsycINFO; Medline; Scopus.  Search terms comprised: 
“parent*”; “posttraumatic stress” / “PTSD”; “child*” / “paediatric*”; “pediatric”/ “acute 
stress” / “ASD”. Using these search terms, results yielded 944 “hits” in the first instance. 
These articles were screened and reviewed twice in order to check the initial screening. A 
further search was conducted using the same search terms two months following the initial 
search, with no new articles being found. Articles were excluded for reasons including PTSS, 
PTSD or ASD not being measured, when both parents‟ and children‟s responses were not 
assessed, where studies did not involve accidental injury, and where there was no comparison 
between parent and child measures. Following the initial screening, 22 articles, including 
unpublished works, were screened further for inclusion in the review. Differences between 
parent and child data sets were sought from results in the studies. Based on the inclusion and 
exclusion criteria, nine articles, comprising eight published studies, and one unpublished 
study, were eligible for inclusion in the final review (see Figure 1 for flow diagram). 
Reference lists of these articles were also screened. Seven further studies were screened, 
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though none was included in the final review. Due to the limited research in this area, no time 
scale was imposed on the search.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Flow diagram of articles screened and reviewed 
* Records were excluded for reasons including PTSD or ASD measures not being used with both parents and 
children; no comparison / directive influence of parent and child measures; not purely accidental injuries. 
 
Data Extraction 
Data extraction was conducted by a single author and a protocol was created to ensure 
data extraction was consistent across studies reviewed. Data extracted from studies included; 
study design, population studied, aims of study, measures used, type of data analysis and 
Additional records identified 
through other sources  
(n = 7) 
 
Records identified through 
database searching 
(n = 944) 
Records excluded 
(n = 929) 
Records screened 
(n = 951) 
Full-text articles excluded, 
with reasons* 
(n = 13 ) 
Full-text articles assessed for 
eligibility 
(n = 22 ) 
Studies included in 
quantitative synthesis 
(n = 9) 
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reported outcomes. Studies were not included if they did not meet all aspects of the eligibility 
criteria. Burns specific and traumatic brain injury (TBI) specific groups were excluded as 
there are bodies of literature specifically focusing on burns and TBI as topic areas in 
themselves, with the scope to include each of these areas individually being too large for the 
purpose of this systematic review. However, if burns and/or TBI patients were included in 
studies assessing a spectrum of paediatric injuries within papers, they were not excluded from 
the review. If the study was not directly assessing the association between parent and child 
PTSS, PTSD or ASD, or if any factors other than accidental physical injury were being 
measured, these studies also were not included in this review. 
 
Quality Assessment 
Quality assessment was conducted by the reviewer. A quality assessment tool was 
developed based on the Critical Appraisal Skills Programme (CASP, n.d.) tool for cohort 
studies, which was deemed to be the most appropriate tool to use to assess the quality of the 
follow-up designs of the majority of studies included in the review, due to their similarities. 
The quality assessment tool was designed to capture the factors of interest and importance in 
the study, as well as to assess the reliability and validity of the research. Quality assessment 
criteria were as follows:  
    a) The study addresses a clearly focused issue. 
    b) Participants were recruited in an acceptable way and are they representative of the target 
    population. 
    c) Participant withdrawals or drop outs are reported. 
    d) Outcomes are accurately measured using valid and reliable tools. 
    e) The study design is appropriate to the aims. 
    f) The sample size is adequate and has sufficient statistical power for the study objectives. 
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    g) Results are accurately reported and are not biased.  
    h) Confounding factors / limitations are reported and considered in the design. 
    i) If a longitudinal design, the time points are long enough to measure change. 
    j) The study has ecological validity.  
 
Results 
Study Characteristics 
Nine studies were reviewed in total, out of 22 papers which were assessed for 
eligibility following the initial searches. Seven out of nine of the studies utilised a 
longitudinal / follow-up design, with the remaining two studies utilising a cross-sectional 
design. Samples ranged in size, with some authors reporting their studies to have been under-
powered. Sample sizes ranged from 39 sets of parents and children to 205 sets of parents and 
children. In total, 877 children and 922 parents were assessed for PTSS across studies (range 
= 39-205 full data sets; mean = 86). Not all studies distinguished between mothers‟ and 
fathers‟ data, referring to these data as a “parent/caregiver” group.  
Some of the reviewed papers present the nature of the accident and not the actual 
physical injury, with others describing the physical injury. Where this was presented, the type 
of accidents children experienced as presented in the papers reviewed, included: falls, bicycle 
accidents, sporting injuries, road traffic accidents (motor vehicle and pedestrian), dog bites, 
explosions and firearm incidents. In the papers which stated the types of injuries presented, 
these included; mild head trauma, tissue lacerations, abrasions, burns, fractures, organ 
damage, traumatic amputation, dental damage, suspected spinal damage, gunshot wounds and 
blunt trauma. Some studies did not state the types of injuries sustained, but described them as 
non-abuse related / accidental injuries. 
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The results will be presented based on the measures used in the studies followed by 
the main findings of the papers reviewed. A general discussion, and conclusion from the 
results, will then follow. Table 1 summarises the main characteristics of the nine studies 
included in the final review: 
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Table 1. Study Characteristics and Major Findings 
 
Note: CAPS – Clinician Administered PTSD Scale / CAPS-CA  - Clinician Administered PTSD Scale for Children and Adolescents;  Child 
PTSD RI – Child PTSD Reaction Index; CIES – Children‟s Impact of Event Scale; CPSS – Child PTSD Symptom Scale; IES- Impact of 
Event Scale / IES-R  - Impact of Event Scale, Revised; K-SADS-PL – Kiddie-Sads-Present and Lifetime Version; PCL – PTSD Checklist / 
PCL-C/PR – PTSD Checklist for Children/Parent Report; PDS – Posttraumatic Stress Diagnostic Scale; SASRQ-R – Stanford Acute Stress 
Reaction Questionnaire – Revised; SCL-90 – Symptom Checklist – 90 item; TESI-C – Traumatic Event Screening Instrument for Children. 
 
 
Study  Study type Sample Measures of 
PTSS / ASD 
Support for 
Hypotheses – 
Mothers 
Support for 
Hypotheses – 
Fathers 
Major findings 
Le Broque et 
al. (2010) 
Longitudinal n =205 parents; 
205 children 
Parent – IES-R, 
Child – CIES 
Partially –  
   
Predicted 
relationships 
Partially –  
 
Predicted 
relationships 
14% of parents had constant, elevated but sub-
clinical level of PTSS. 8% linear decline from 
above clinical cut-off to below cut-off after 3 
months. 78% resilient – well below clinical 
level. Strong relationship between parent and 
child trajectory patterns. 
Nugent et al. 
(2007) 
Longitudinal n = 82 parents; 
82 children 
Parent – IES-R / 
SCL-90 
Child – CAPS-
CA 
Partially –  
 
At 6 weeks; 
not at 6 
months 
Partially – 
 
 At 6 weeks; 
not at 6 
months 
Significant association between child and parent 
PTSS at 6 weeks (r=.45; p<.001). Parent PTSS 
at 6 weeks significantly related to child PTSS at 
6 months.  
Children with low initial urinary cortisol and 
high parental PTSS at 6 weeks had higher levels 
of 6 month PTSS. 
Kolaitis et al. 
(2011) 
Longitudinal n = 60 sets of 
parents; 60 
children 
Parent – SCL-
90-R  
Child – PTSD 
module of K-
SADS-PL 
Partially –  
 
At 1 month; 
not at 6 
months 
Partially –  
 
Only in 
bivariate 
analysis at 6 
months 
Maternal PTSD symptomatology predicted 
development of child PTSD 1 month after RTA 
but not 6 months later. Bivariate analysis – 
paternal PTSD symptomatology associated with 
persistence of child PTSD 6 months later. 
Multiple logistic regression queries results. 
Ostrowski et 
al. (2007) 
Longitudinal n = 61 parents; 
61 children 
Parent – CAPS 
Child – CAPS-
CA 
Yes –  
 
But child 
gender 
differences 
N/A –  
 
Not included 
in sample 
Mother and child PTSS significantly correlated 
at 6 week follow-up (r=.33; <.05) and 7 month 
follow-up (r=.55; p<.01). Gender differences – 
only correlated with boys at 6 weeks, but girls 
and boys at 7 months. 6 week correlation 
became non-significant where mothers were not 
direct victims of the trauma. 
Ostrowski et 
al. (2011) 
Longitudinal n = 118 parents; 
118 children 
Parent – IES-R 
Child – IES-R 
Follow up: 
CAPS & CAPS-
CA 
Partially –  
 
Mothers and 
fathers results 
combined 
Partially –  
 
Mothers and 
fathers results 
combined 
 
Caregiver and child PTSS significantly 
correlated at each time point. In-hospital 
caregiver total PTSS marginally predicted 2-
week family PTSS. In-hospital caregiver 
avoidance interacted with in-hospital child re-
experiencing to predict 6 week child PTSS. 
Landolt et al. 
(2005) 
Longitudinal n = 60 mothers; 
53 fathers; 68 
children 
Parent – PDS 
Child – Child 
PTSD RI 
No Yes – 
 
Predicted 12 
month scores 
 
Maternal PTSD was not associated with child 
PTSS scores. However, child PTSS at 4-6 weeks 
and paternal PTSS significantly predicted child 
PTSS at 12 months. 
Daviss et al. 
(2000) 
Longitudinal n = 48 parents; 
48 children 
Parent – 
SASRQ-R 
Child – TESI-C 
Follow up; 
PCL-C/PR & 
CAPS-CA 
Yes –  
 
Mothers and 
fathers results 
combined 
Yes –  
 
Mothers and 
fathers results 
combined 
Parental distress was a strong predictor of child 
PTSS. Each more symptomatic child PTSD 
group had a higher level of parent acute distress. 
Other variable influences such as historical CSA 
linked with increased PTSD scores in children.  
De Vries et 
al. (1999) 
Cross-
Sectional 
n = 196 parents; 
196 children  
Parent – PCL 
Child – PCL – 
C/PR 
Yes –  
 
Mothers and 
fathers results 
combined 
Yes –  
 
Mothers and 
fathers results 
combined 
Child and parent PTSS scores were strongly 
correlated (r=.65, p<.0005). Diagnostic PTSD 
scores also associated. Parents who witnessed / 
were involved in RTA exhibited higher PTSD. 
Berkman 
(2005) 
Cross-
Sectional 
n = 39 parents; 
39 children 
Parent – PCL 
Child - CPSS 
Yes –  
 
Mothers and 
fathers results 
combined 
Yes –  
 
Mothers and 
fathers results 
combined 
Parent PTSD symptomatology and pre-existing 
child emotional problems were the best 
predictors of child PTSD symptomatology.  
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Measures 
Measures of PTSS used across studies varied. Three studies utilised the Impact of 
Event Scale (IES) / IES-Revised (IES-R) / Children‟s Impact of Event Scale (CIES); the 
Clinician-Administered PTSD Scale (CAPS) and/or CAPS for Children and Adolescents 
(CAPS-CA) was utilised in four studies; two studies utilised the Symptom Check List-90 
(SCL-90), which includes a 28-item PTSD subscale, and a further three studies used the 
PTSD Checklist (PCL). The Posttraumatic Stress Diagnostic Scale (PDS), Child PTSD 
Reaction Index (RI), the Stanford Acute Stress Reaction Questionnaire-Revised (SASRQ-R), 
Traumatic Event Screening Instrument for Children (TESI-C), Child PTSD Symptom Scale 
(CPSS) and the PTSD module of the Kiddie-Sads-Present and Lifetime Version (K-SADS-
PL) screen were utilised once each. Some studies utilised more than one measure in their 
research. 
The IES (Horowitz, Wilner & Alvarez, 1979) is a 15-item self-report measure, 
assessing intrusion and avoidance subsequent to a traumatic life event. A further subscale of 
hyper-vigilance was introduced in the revised version, the IES-R (Weiss & Marmar, 1997), a 
22-item self-report measure. The IES and IES-R have good internal validity and are used 
widely in clinical and research practice (Pearson‟s r = 0.80, Spearman r = 0.69 - Bienvenu, 
Williams, Yang, Hopkins & Needham, 2013; Cronbach‟s alphas – intrusion 0.88, avoidance 
0.90, hyper-arousal 0.85, total scores 0.95 - Sveen, Orwelius, Gerdin, Huss, Sjöberg & 
Willebrand, 2010). The children‟s version of the IES, the CRIES (Perrin, Meiser-Stedman & 
Smith, 2005), is an eight item self-report measure, which has been found to have excellent 
predictive value for PTSD diagnoses (positive predictive values = .83; Perrin, Meiser-
Stedman & Smith, 2005). The CAPS (Blake et al. 1995) and CAPS-CA (Nader, Kriegler, 
Blake, Pynoos, Newman & Weather, 1996) are clinician-administered semi-structured 
interviews, which assess the frequency and intensity of PTSS, and are consistent with DSM-
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IV diagnoses of PTSD. The CAPS has a lot of support for its validity and reliability (90% 
sensitivity and 95% specificity with Structured Clinical Interview for DSM-IV (SCID); 
positive predictive values – 95% - Pupo et al., 2011; intraclass correlations with DSM-IV - 
.98 - .99 – Palmieri, Weathers, Difede & King, 2007). The PDS (Foa, 1995) and the PCL 
(Weathers, Litz, Herman, Huska & Keane, 1993), also assess PTSD according to the DSM-
IV criteria. The PDS has been reported to be a valid measure (Foa, Cashman, Jaycox & Perry, 
1997), as has the PCL. The PCL-C/PR assesses a child‟s PTSS symptoms as reported by the 
parent, which has been found to have good internal validity and reliability (Weathers & Ford, 
1996). One study utilised the PTSD module of the K-SADS-PL (Kauffman et al. 1997), 
which is a semi-structured interview for children aged 6-17 years and their parents to assess 
the frequency and intensity of the clusters identified for a PTSD diagnosis, in accordance 
with the DSM-IV. The SCL-90 (Derogatis, 1983) measures general psychological distress, 
which is inclusive of a 28-item PTSD subscale (Derogatis, 1992). 
The SASRQ-R (Classen, Koopman, Hales & Spiegel, 1998) measures ASD 
symptomatology, using a Likert-scale response format and the TESI-C (Ford & Rogers, 
1997) is utilised to determine whether traumatic events meet the DSM-IV criterion A for 
PTSD. The Child PTSD RI is a 20-item measure, which was administered by a structured 
interview in the reviewed study, to provide a PTSS score (Frederick, Pynoos & Nader, 1992), 
though this measure does not provide a diagnosis according to the DSM-IV. The Child PTSD 
Symptom Scale (CPSS) (Foa, Johnson, Feeney & Treadwell, 2001) is a 24-item self-report 
measure, of which 17 items measure child PTSD based on the DSM-IV criteria, with the 
remaining seven items measuring impairment in functioning. This has been found to be a 
good screening tool for PTSS, but is not necessarily recommended as a diagnostic measure 
(Hukkelberg, Ormhaug, Holt, Wentzel-Larsen & Jenson, 2013).  
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A wide range of measures were therefore used to assess for the presence of PTSS / 
ASD / PTSD in the reviewed literature. The measures used across the papers reviewed mostly 
have support in that they are valid and reliable in assessing PTS responses, providing a fair 
test of the hypothesis, i.e. the measures have generally been found to accurately measure 
what they intend to, enabling researchers to be confident that the measures produce results to 
fairly test hypotheses. There are some factors to be considered, however, in that the SCL-90 
and the SASRQ-R have been found to be valid and reliable as a whole tool, though the 
specific PTSS subscales have been less well researched. Additionally, some authors have 
reported some lower SCL-90 values (spearman coefficients <.070 – Bech, Billie, Møller, 
Hellström, Østergaard, 2014) The CPSS has also been found to have had poor internal 
consistency on occasions (<.06 – Hukkelberg, Ormhaug, Holt, Wentzel-Larsen & Jenson, 
2013). The TESI-C only assesses PTSS in relation to criterion A of the DSM-IV diagnosis, 
neglecting to assess other symptoms of traumatic stress. The reliability and validity data for 
some of the measures is reasonably low, such as the CPSS as reported above. The IES-R and 
CAPS-CA are the most widely researched measures / diagnostic interviews used in the 
studies reviewed in this paper, which have most support regarding their validity and 
reliability in assessing PTSS, as described above.  
It should be noted that some tools were administered via diagnostic interview, with 
others being self-report questionnaires, which may influence the outcomes. With self-report 
measures, there is the chance that individuals may over- or under-report symptoms, and with 
diagnostic interviews, there is a risk of demand characteristics and problems with social 
desirability influencing participants‟ responses, though this could also be true of non-
anonymous questionnaire measures. There were no considerable differences found between 
the studies reviewed in this paper with regard to whether diagnostic interviews, or self-report 
questionnaires, were administered.  
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ASD differs to PTSD in that ASD symptoms are identified within the initial four 
weeks of a trauma. Should symptoms persists following this time period, a diagnosis of 
PTSD is given. It was important to include acute stress symptoms in this review, given their 
considerable potential to persist, resulting in PTSD. Some studies included in this review 
assessed for the presence of a PTSD diagnosis according to the DSM-IV (1994) / DSM-IV-
TR (2000), whereas others measured PTSS on a continuous scale. Different measures were 
used according to the specific variable being measured across studies, whether it was ASD, 
PTSS or PTSD. These variables are considerably inter-linked, however, and each of these 
aspects contributes to our understanding of the link between parental and child PTSS 
following a child‟s physical injury.  
 
Results 
Impact of Parent PTSS on Child PTSS 
The hypothesis that there will be a positive association between parental PTSS and 
children‟s PTSS was partially supported across the studies reviewed. In general terms, at least 
one part of the study supported the hypothesis, with some differences between mothers‟ and 
fathers‟ responses, for example, where some of these findings did not fully support the 
hypothesis. 
 
Findings in Support of the Hypothesis 
Le Brocque, Hendrikz and Kenardy (2010) examined parental posttraumatic stress 
symptom trajectories following child accidental injury, in order to differentiate patterns and 
explore the relationship between parent and child recovery patterns. Their results revealed 
that there were three optimum trajectories: 1) well below clinical level values for the entire 
period („resilient‟ – 78% of participants); 2) A linear decline from above clinical levels in the 
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initial three months post-injury to below clinical cut-off („recovery‟ – 8%); 3) A constant 
elevated, but sub-clinical, level throughout the post-injury period („chronic sub-clinical‟ – 
14%). Although they acknowledge that there is not a clear understanding of the direction of 
the relationship, Le Brocque et al. (2010) found a strong relationship between parent and 
child trajectory patterns. Parents of children with higher acute stress had a significantly 
elevated probability of membership in the chronic subclinical group, and a strong relationship 
between parent and child trajectory patterns was evidenced.  
Nugent, Ostrowski, Christopher and Delahanty (2007) found that parent PTSS 
(mothers and fathers combined) at six weeks was significantly associated with child PTSS at 
six months (r = .45, p < .001), which was predictive above other covariates, including child 
gender and parental income. This study also found that cortisol levels at the time of injury 
interacted with parent PTSS, which accounted for a significant percentage of the variance 
above control variables (ΔR² = .08, p = .03); children with low urinary cortisol in-hospital 
and high six-week parent PTSS, predicted higher levels of child PTSS at six months (Nugent 
et al., 2007). However, even without the biological risk, the authors report that the patterns 
suggest children may still develop PTSS where there are high levels of parental PTSS. There 
was a significant relationship between parent and child PTSS in the sample, however, the 
overall incidence of PTSD was relatively low, which may limit the results. Maternal and 
paternal responses were not distinguished in this study therefore gender differences cannot be 
ascertained. 
Kolaitis et al. (2011) reported maternal PTSS to be predictive of child PTSS at one 
month (SE – 0.963), and paternal PTSS was associated with the persistence of child PTSS at 
six months when a bivariate analysis was performed, which is used to determine the direction 
of the relationship between variables. Similarly to Nugent et al.‟s (2007) findings, Kolaitis et 
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al. (2011) also found that cortisol levels significantly and positively correlated with child 
PTSD.  
In a study conducted by Ostrowski, Christopher and Delahanty (2007), hierarchical 
linear regressions indicated that maternal PTSS and child gender significantly predicted child 
PTSS (ΔR² = .07, р ≤ .05). However, the rates of diagnostic PTSD in this sample were low, 
and so the analysis focused on PTSS as a continuous measure. At seven months post trauma, 
maternal PTSS was correlated with girls‟ (but not boys) PTSS symptoms, with maternal 
avoidance and child gender accounting for a significant percentage of the variance in 
predicting child PTSS (ΔR² = .08, p ≤. 05). The relationship between parent and child PTSS 
was also reported to have been strongest when mothers were direct victims of the trauma; in 
this case, at the time of the road traffic accident (RTA). This study only recruited mothers, 
therefore the relative predictive value of maternal PTSS and father‟s symptomatology on 
child PTSS cannot be determined.  
Ostrowski et al. (2011) assessed PTSS in 118 children and their primary caregivers 
(„parent‟ group not divided into separate mother and father groups) in-hospital, and at two 
and six-week follow-ups. Results showed that caregiver and child PTSS were significantly 
correlated at each time point (in-hospital: r = .44, p ≤ .001; 2-week follow-up: r = .34, p ≤ 
.001; 6-week follow-up: r = .26, p ≤ .02). Hierarchical linear regressions additionally found 
that in-hospital caregiver avoidance symptoms interacted with in-hospital child re-
experiencing to predict child PTSS at six weeks post-trauma (ΔR² = .05, p ≤ .05). However, 
Ostrowski et al. (2011) encourage these findings to be viewed with caution as the slopes of 
the regression lines were non-significant. 
As noted throughout these findings, there were differences between maternal and 
paternal responses in studies where gender variables were examined. In one study conducted 
by Landolt, Vollrath, Timm, Gneh and Sennhauser (2007), results showed that maternal 
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scores were not in support of the hypothesis,  however, paternal PTSS at 4-6 weeks, along 
with child PTSS at 4-6 weeks, significantly predicted child PTSS at 12 months (β = .31, 
significance β = .01; partial r = 0.37).  
A further study included in this review found relatively high rates of child and parent 
(mothers and fathers) PTSS, particularly with regard to criterion A for PTSD in the DSM-IV 
(1994) (Daviss, Mooney, Racusin, Ford, Fleischer & McHugo, 2000). The effect sizes in this 
study were relatively small, though the results did show parental acute distress (ASD) to 
significantly predict child-rated PTSS (r = .31, p < .05). With each more symptomatic PTSD 
group of children, higher levels of parental acute distress were reported (though no 
differences between severity groups reached significance). Similarly to other studies, De 
Vries et al. (1999) also report strong correlations between parent and child PTSS scores (r = 
.65, p < .0005), with regression analyses indicating that child PTSS score was best explained 
by parent score and younger age of child (R² = .45). Results from this study also showed that 
parents who witnessed, or were involved in, the traumatic event had higher levels of PTSS, 
regardless of the child‟s age, which are similar to those found in Ostrowski et al.‟s (2007) 
study. 
The final study to be included in this review was an unpublished thesis. Non-
published articles were included in the systematic search to minimise publication bias as far 
as possible. This study, conducted by Berkman (2005), followed-up 39 families 4-12 weeks 
post-hospitalisation for paediatric injury. Berkman found parent PTSD (31 mothers, 7 fathers, 
1 aunt – legal guardian) to be the best predictor of child symptomatology, in conjunction with 
pre-existing child emotional problems, namely anxiety and depression (β = .24 p < .025). 
Mothers and fathers‟ data were not analysed separately in this study.  
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Findings not in Support of Hypothesis 
 Some of the findings from this review did not support the hypothesis that parental 
PTSS is associated with the development of child PTSS. Although Nugent et al. (2007) found 
parental PTSS at six weeks to be predictive of child PTSS at six months, non-significant 
results were then found when comparing parent PTSS at six months with child PTSS. 
Participants in this study were predominantly mothers, except for four fathers who had 
paternal custody, therefore data were analysed as a „parent‟ group rather than mothers and 
fathers separately. This was possibly due to the limited number of fathers in the sample, and 
so data would have lacked sufficient power to compare mothers‟ and fathers‟ responses.  
Though most studies found maternal PTS scores to be predictive of, or to at least 
correlate with child PTS scores, Landolt et al. (2005) reported that maternal PTSD was not 
associated with child PTSD at either 4-6 weeks (T1) or 12 months (T2) (β = .11, significance 
β = .30; partial r = 0.16) (however, paternal scores were predictive). The study conducted by 
Kolaitis et al. (2011) did find maternal PTSD symptoms to correlate with child PTSD one 
month following the child‟s injury however, this result was no longer significant at six 
months post-injury. In addition, although paternal responses were predictive of child 
responses at six months in a bivariate analysis, this result was no longer significant when 
multiple logistic regression was performed, therefore these results should be viewed with 
caution. Not all papers stated the gender of the parent taking part in the studies, therefore it is 
difficult to fully ascertain the differences between mothers‟ and fathers‟ responses in some 
studies. 
In addition to differences between mothers‟ and fathers‟ PTS responses, Ostrowski et 
al. (2007) found child gender to impact upon the relationship, with maternal responses 
correlating with girls‟ scores, whereas there was no significant correlation with boys‟ scores 
at six weeks. There was, however, a relationship with both girls‟ and boys‟ scores at seven 
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months. In addition, although maternal avoidance as part of a PTSD presentation was 
associated with child PTSS, maternal re-experiencing and hyper arousal symptoms were not 
significant predictors (ΔR² = .03, p = .15; ΔR² = .05, p = .07). 
With regard to parent and child scores, although Ostrowski et al. (2011) found some 
strong supportive evidence of a relationship between parent and child PTS scores as 
described in the previous section („parent‟ group not divided into mother and father groups), 
there was no interaction with child avoidance or hyper-arousal, indicating that relationships 
may be weaker with certain PTS symptoms. The „preschool‟ subtype of PTSD in the DSM-5 
now promotes consideration of developmental reactions to trauma and expression of PTSD 
(American Psychiatric Association, 2013), which may not have been considered in previous 
versions of the DSM. These considerations may have influenced results such as those shown 
in Ostrowski et al.‟s (2011) study.   
 
Discussion 
Authors of the majority of studies included in this review report at least some 
relationship between parental (mothers, fathers or both) PTS and child PTS symptoms, 
following accidental injury to the child. Differences in results are evidenced across the papers 
included in this review, particularly with regard to parent gender; however, there is 
reasonable evidence to suggest that parent PTSS does have the potential to predict the 
development of PTSS in children (Berkman, 2005; Nugent et al., 2007; Kolaitis et al., 2011; 
Ostrowski et al., 2007; Ostrowski et al., 2011). Most of the studies reviewed found relatively 
low rates of diagnostic PTSD in both parents and children according to the DSM-IV (1994), 
or DSM-IV-TR (2000) criteria, and rates of trauma symptoms were therefore measured on a 
continuous scale (PTSS). Although the rates of PTSD were low, there were high rates of 
PTSS in each of the samples, indicating that both parents and children experience distress 
PARENT AND CHILD PTSS FOLLOWING ACCIDENTAL INJURY 27
  
 
months, and even years, following a child‟s physical injury. As the PTSD criteria have now 
changed in the DSM-5 (2013), particularly with the consideration of developmental factors in 
response to trauma, there is a possibility that PTSD rates may differ under the new criteria, 
and revisions of measures may be required in order to assess PTS responses which are 
consistent with the DSM-5 criterion. 
In general, the literature reports a specific association between maternal and child 
posttraumatic stress responses, although one study also found that paternal PTSS was 
significantly correlated with persistent child PTSS (Landolt et al., 2005). However, in this 
study, different assessment measures and methods were used to assess child and parent PTSS 
/ PTSD, which may lead to difficulties interpreting the findings (though these may still be 
valid). Pre-morbid functioning was also not assessed, which may have provided further 
insight into the development of PTSS should this have been explored. The participation rate 
in Landolt et al.‟s study was only 59%, which may have influenced the results obtained. 
However, this rate is consistent with many other studies in this area, therefore this limitation 
is not confined to this particular piece of research, but can limit a number of studies in this 
area. Although participation rates are reasonably low across these studies (those agreeing to 
participate once approached), there was a low drop-out rate in the follow-up studies 
reviewed. A further study also reported a tentative link between paternal and child persisting 
PTSS, as well as evidencing a direct relationship between maternal and child PTSS, though 
this was not maintained in a later follow-up (Kolaitis et al, 2011). This example of the 
differences found between mothers‟ and fathers‟ responses across the reviewed studies, 
demonstrates the difficulty in summarising the rates of PTSS in mothers and fathers. 
Although the majority of the papers included in this study were follow-up designs, 
relationships between parent and child PTSS were assessed at varying time points, and so it is 
difficult to directly compare results. From the results obtained, there does not appear to be a 
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clear consensus with regard to what the impact of parent PTSS is on child PTSS at particular 
time points. For example, Nugent et al. (2007) found that parent PTSS at six weeks correlated 
with child PTSS at six months, but then parent PTSS (mothers and fathers) at six months was 
no longer predictive of child PTSS. However, Ostrowski et al. (2007) found that maternal 
PTSS remained a predictive factor of child (girl‟s) PTSS at seven months. Ostrowski et al.‟s 
(2007) findings indicate that there is a relationship between parent PTSS and the persistence 
of child PTSS over time, which was not found in Nugent et al.‟s (2007) study. Additionally, 
paternal PTSS was not predictive of child PTSS in this study, and this link was not applicable 
to boys. Other studies were cross sectional, and so authors were unable to compare results at 
different time points.  
It is difficult to apply the results found in this review to clinical practice due to the 
varying results between these studies; it is unclear presently as to why PTSS may be 
maintained in parents and children at particular time points. If this were clearer, interventions 
could target families at particular time points following traumatic events, which future 
research should address. Despite this, the evidence does suggest relatively high rates of PTSS 
in parents and children, therefore these results should be addressed regardless of the lack of 
understanding of the evolution of symptoms at this time. Further larger-scale research in this 
area, as well as service-related evaluations, would further this understanding. Implementing 
screening measures with parents and children may allow for earlier interventions to be 
implemented with families. Findings from a meta-analysis conducted by Kramer and Landolt 
(2010) show that early interventions targeting PTS symptoms following a single trauma may 
be beneficial in improving psychological functioning in children and adolescents, and that 
parent involvement improves outcomes. 
Although this was not investigated in the current review, there is also the possibility 
that there could be a bi-directional influence between parent and child PTSS, in that parents‟ 
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PTSS could influence child PTSS, and vice versa. This would have implications in clinical 
practice, in that it may be essential to work with both parents and children following a child‟s 
traumatic event, as suggested by Kramer and Landolt (2010), though more research is 
required in this area.  
A wide range of measures were used to assess PTSS, ASD and PTSD across the 
studies reviewed in this paper, which may have had some impact on the outcomes obtained. 
Although the measures used in the reviewed studies are not necessarily diagnostic tools, 
items on the questionnaires are generally consistent with PTSD criteria, in order to capture 
consistent responses to trauma. Symptoms assessed by these measures tend to be consistent 
with the DSM-IV (1994) and DSM-IV-TR (2000) diagnostic criteria, whereas the criteria 
have recently been revised with the production of the DSM-5 (2013). Given the additional 
criteria, including recognition of the „fight‟ response to trauma, some of the measures utilised 
throughout the studies reviewed in this article may fail to capture the new diagnostic criteria, 
particularly regarding the revised symptom clusters and the new „preschool‟ subtype, which 
takes into account developmental responses to trauma. The DSM-5 criteria also now include 
hearing about the traumatic event of a close family or friend, as a traumatic event in itself. 
This is particularly pertinent to the population reviewed in this article; parents may not 
always witness, or be involved in, a child‟s traumatic event, but this review evidences that 
parents can still experience significant posttraumatic stress reactions. This is vital for 
healthcare staff to consider when parents are staying with their children in hospital. 
Further findings showed that the type of injury sustained by the child was not 
associated with PTSS scores in any of the studies reviewed, indicating that the association 
between parent and child PTSS applies across a spectrum of paediatric physical injuries. The 
evidence obtained in this review provides us with some evidence that parent PTSS is 
associated with child PTSS following paediatric injury, though it remains unclear as to 
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whether there are susceptibilities to the development of symptoms at particular time points, 
which requires more research with larger samples.  
 
Limitations of Reviewed Papers 
Some of the reviewed studies used well validated measures such as the IES-R, and 
diagnostic interviews such as the CAPS / CAPS-CA, which have been described as the gold 
standard in PTSD assessment (National Center for PTSD, n.d.), whereas other studies used 
less diagnostic measures such as the PTSD module of the K-SADS-PL for children, and the 
PTSD subscale on the PCL-90 for parents, which may limit the findings. The latter was the 
only study to find paternal PTSS to be predictive of child PTSS. The PCL-90 has been found 
to be reasonably reliable, though uni-dimensional, as the components in the measure were not 
found to parallel the re-experiencing, avoidance and arousal components of a PTSD diagnosis 
(Carlozzi & Long, 2008). Similarly, the measures used in the different studies varied in 
whether they were assessing PTSD, PTSS, ASD. As a result, it is difficult to draw direct 
conclusions about the relationship between parental and child PTSS at particular time points. 
 Additionally, some studies, such as Ostrowski et al.‟s (2011) paper, used different 
assessment measures at baseline and at follow-up, which limits the reliability of the 
interpretation of the differences between time one and time two. Similarly, a number of 
studies reviewed in this paper used different child and adult PTSS measures, which may not 
be directly comparable. Results may have been more reliable had parent and child measures 
been comparable with each other. If more consistent measures were used across studies, 
researchers and reviewers could be more confident that exactly the same symptoms are being 
measured, allowing findings across studies easier to compare.  
The majority of the papers reviewed in this article were limited by small sample sizes. 
Small sample sizes limit the amount of statistical power that can be achieved, which may 
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result in type one or type two errors; a false relationship may be represented, or a relationship 
may fail to be established when there actually is one. One study used a relatively large 
sample (n = 205 parent-child sets), however the numbers were analysed using trajectory 
analysis, which is reported to be in its infancy, potentially affecting its reliability (Le Broque 
et al., 2010). Other samples ranged from 39 to 102 full data sets, with many of the studies 
acknowledging that small sample sizes may not allow for generalisability. Some studies 
reported that due to the small sample size, statistical power could not be achieved, meaning 
the results should be interpreted with caution, particularly where effect sizes are reasonably 
small (6 week PTSS = r = .33, p < .01 – Ostrowski et al., 2007; 2 week PTSS = r = .34, p 
<.001, 6 week PTSS = r = .26, p < .02 – Ostrowski et al., 2011; paternal PTSS = r = .037, p < 
.0005 – Landolt et al., 2005). The results do indicate that there is a relationship between 
parent and child PTSS, however, these results will not necessarily generalise to the 
population due to the limited number of people studied. 
The participation rate in some studies was less than 60%, which may have biased the 
findings, in that some of the most severely traumatised individuals may have declined to 
participate in the studies due to, for example, high levels of distress and/or avoidance. With 
those who did participate, however, relatively low drop-out rates were reported in follow-up 
studies. One study reviewed in this paper was also unpublished (Berkman, 2005), and it is 
therefore unlikely to have been peer reviewed, which may reduce the validity and reliability 
of the results. However, it was important to include unpublished works in this review, to 
reduce the risk of publication bias. There is still the risk of bias, however, if other relevant 
studies were not located within the searches for unknown reasons, though this was attempted 
to be minimised as far as possible by utilising systematic search methods. As with the other 
studies reviewed in this article, the unpublished work was quality appraised and was deemed 
suitable for review.  
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Limitations of Current Review 
Although the articles included in the current review were selected using a rigorous 
systematic process, only one reviewer was involved in the selection, data extraction, quality 
analysis and synthesis of the papers. This may therefore limit the reliability of the selection of 
studies and interpretation of the findings. In addition, the exclusion criteria employed in this 
review meant that some groups were excluded, including traumatic brain injury and burns 
populations as a whole. However, these groups were represented under the “traumatic injury” 
umbrella in some studies, enabling some representation of these injuries. Specific burns and 
TBI populations were excluded from the present review due to their own large bodies of 
evidence, which were beyond the scope of this review. These areas can present confounding 
factors, including loss of function and visible difference, for example, which would require 
entire reviews in their own right. Papers which were not available in the English language 
were also excluded from the review, which can result in some relevant studies being missed, 
though none were actually retrieved in the searches for this review. It is possible that the data 
sets in three of the papers (Ostrowski et al., 2007; Nugent et al., 2007; Ostrowski et al., 2011) 
used part of the same data, though the whole data sets do not appear to have been used. If this 
were the case, this may limit the number of participants these results are actually taken from. 
Attempts were made to contact the authors to establish whether any of the same data had 
been used, though this was unsuccessful. 
 
Clinical Implications and Future Research 
The papers reviewed and critiqued in this article indicate that there is a relationship 
between at least one parent‟s and their child‟s PTSS, which persisted in a number of cases. 
Due to the negative impact that these symptoms can have on parents and children, it is vital 
that posttraumatic stress reactions are minimised as far as possible. If parents are 
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experiencing PTSS, research suggests that children are more likely to experience PTSS, and 
therefore it is not only important to assess children‟s psychological functioning following a 
traumatic event, but to also assess parents‟ functioning. Many studies included in the review 
found sub-clinical rates of PTSD e.g. Le Broque et al.‟s (2010) study, however, symptoms 
can still result in a significant level of distress for families. It is therefore important that 
parents and children with sub-clinical PTSD symptoms are offered support, and not just those 
with a PTSD diagnosis, as symptoms can persist in the long-term.  
In addition to assessing parent responses to their child‟s trauma, studies highlight the 
importance of implementing early support to parents, targeted at promoting healthy parent 
responses to the child‟s trauma (Nugent et al., 2007). Some authors imply that maternal 
reactions should be given particular attention, such as raising awareness of avoidance 
reactions, e.g. Ostrowski at al.‟s (2007) study, whereas another study found paternal 
responses to be equally as important, particularly regarding the maintenance of child PTSS 
symptoms over time (Landolt et al., 2005). Therefore, it is important to assess both mothers‟ 
and fathers‟ PTSS reactions, as both may play a role in predicting child PTSS. Ostrowski et 
al. (2011) report that additional follow-up mental health interventions may be required for 
both parents and children, and in particular, CBT family interventions may be beneficial, to 
address caregiver avoidance. Other psychological interventions, and forms of psycho-
education, should be explored to assist these families.  
Given the mixed results in the reviewed studies between mothers‟ and fathers‟ 
responses, and the level of PTSS at varying time points, a large-scale longitudinal study 
should be conducted, across a range of time points, and utilising much larger numbers of 
mothers and fathers. This may provide further clarification on the differences between 
maternal and paternal reactions, and may give more indication as to the critical time points in 
the development and persistence of posttraumatic stress responses. Additionally, due to the 
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large range of assessment measures used across studies in this area, which has resulted in 
significantly varied results, it is extremely difficult to compare findings across studies. It is 
therefore important that future research should consider adopting a consistent approach to 
implementing measures and/or diagnostic interviews in this research area, which would 
enable more reliable comparing of findings across research studies. The CAPS or IES/IES-R 
have been found to be satisfactorily valid and reliable diagnostic interviews / measures to 
utilise. However, due to changes in the DSM-5 PTSD criteria, measures need to reflect these 
changes, and therefore need to be reviewed, specifically considering the inclusion of 
developmental factors and changes to symptoms clusters. 
It is important to understand parents‟ experiences of the child‟s traumatic event, 
including trying to ascertain what they feel may contribute to better, or poorer coping, in an 
attempt to minimise PTSS. Evaluations of therapeutic input with traumatised families would 
also be beneficial, to assess which therapies families find most beneficial, and at which time 
points it would be most helpful to intervene. 
 
 
Conclusions 
Results from studies included in this review show an association between parent and 
child PTSS following sudden accidental injury to the child. A number of the studies reviewed 
were able to demonstrate that parents‟ (mothers, fathers, or both) PTSS were predictive of 
child PTSS. However, there was considerable variation in the results reported across studies. 
Some studies highlighted a higher rate of PTSS in parents when they directly witnessed, or 
were involved in the accident themselves, though high levels of PTSS did remain in parents 
who had not witnessed the event. Traumatic responses when not directly involved in the 
trauma (vicarious traumatisation) are now included in the criteria for PTSD in the DSM-5 
PARENT AND CHILD PTSS FOLLOWING ACCIDENTAL INJURY 35
  
 
(2013), which reflects these findings. It is important for further research to be conducted 
within this population to further examine differences between mothers‟ and fathers‟ 
responses, to assess the critical time points of intervention, and to explore parents‟ 
experiences of these events. Furthering our understanding of parents‟ responses to their 
child‟s trauma may provide us with some insight into children‟s coping responses following 
an accidental traumatic injury.  
It is important to understand the home environment into which a child is returned, as 
it is possible that parent/child post-trauma responses could impact upon each other‟s coping, 
which could be further traumatising for either party. In addition, factors such as ICU 
admission, surgery or repeated invasive procedures, visible difference and cognitive 
impairment, could be controlled for, or researched in their own right, to further understand 
the factors influencing traumatisation.   
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Abstract 
Objectives: This study examined the frequency of posttraumatic stress symptoms (PTSS) in 
parents of children who had experienced a traumatic physical injury, as well as exploring 
parents‟ experiences of the event once their child had returned home from hospital. Methods: 
A mixed methodological design was employed. In stage one of the study, forty-nine parents 
completed the Impact of Event Scale-Revised (IES-R) and the 28-item General Health 
Questionnaire (GHQ-28). Eight parents repeated the measures and were interviewed in the 
second stage. Results: Almost half of the parents who participated in the study (49%) scored 
>33 on the IES-R, which is the score used to determine clinically significant levels of 
posttraumatic stress symptoms in IAPT services (IAPT, 2011). Results revealed significant 
associations between female gender and somatic, and anxiety/insomnia symptoms, compared 
with fathers‟ responses, on the GHQ-28. There were also significant associations between a 
child‟s ICU admission and parents‟ depression scores on the GHQ-28, compared with parents 
of children not admitted to ICU. Ten sub-themes emerged from the interviews, including self-
blame, feeling unsupported by professionals, and a reduction in symptoms over time. 
Conclusions: A large proportion of parents in this sample experienced PTSS and negative 
impact on their general health (as measured by the GHQ-28), following a child‟s traumatic 
injury. Further research and clinical implications are discussed. 
 Keywords: posttraumatic stress, children, parents, accidental injury 
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Contextual Background 
Traumatic stress reactions are relatively common among parents and children 
following serious medical illness and injury. This contextual background summarises 
research assessing parent and child posttraumatic stress symptoms (PTSS) following illness 
or injury to the child. 
Prevalence 
Research suggests that acute stress responses are common within the first month 
following a child‟s traumatic injury in parents and children, which may be a co-occurring 
relationship; each traumatised party could traumatise the other (Winston et al. 2002; Daviss et 
al., 2000). Research has provided some insight into the frequency of PTSS in families where 
chronic childhood illness or significant injury is present. In the USA, approximately 25-30% 
of children with a chronic medical illness have been found to develop PTSS, with 
approximately 10-20% meeting criteria for Posttraumatic Stress Disorder (PTSD) (Forgery & 
Bursch, 2013). In the UK, up to 30% of children are reported to experience PTSD following 
attendance at emergency departments for traumatic injury (National Collaborating Centre for 
Mental Health, 2005). The percentage of parents developing PTSS/PTSD following their 
child‟s medical illness or injury is less well understood. PTSD is characterised by the 
Diagnostic and Statistical Manual (DSM-5) when symptoms of trauma including flashbacks, 
nightmares, irritability, and other distressing symptoms, persist for more than four weeks 
following a traumatic event (American Psychiatric Association, 2013). The DSM-5 criterion 
also recognises that trauma symptoms can occur when a person learns about the traumatic 
event occurring to a family member (American Psychiatric Association, 2013). 
 
 
 
PAEDIATRIC INJURY ON PARENTS’ WELL-BEING 46 
PTSS Following Injury 
De Vries et al. (1999) report that a significant proportion of children and parents go 
on to develop PTSD following road traffic injury (25% and 15% respectively). In a cohort 
study of 99 parent-adolescent dyads conducted by Martin-Herz, Rivara, Wang, Russo and 
Zatzick (2012), PTSS was found to be present at a range of time points in 23% of parents, 
with 6% of these parents continuing to experience symptoms 12 months following their 
adolescent‟s injury. 
Additional factors may influence the development of psychological difficulties when 
children experience injuries such as traumatic brain injury (TBI) and/or burn injuries. When 
children experience a TBI, factors affecting recovery may include functional, physical and 
cognitive impairment, which can result in significant changes for the child and family when 
the child returns home from hospital. Children experiencing PTSS following TBI have been 
found to experience poorer psychosocial recovery than children without PTSS (Kenardy, Le 
Brocque, Hendrikz, Iselin, Anderson & McKinlay, 2012). In addition, poorer physical and 
school functioning following TBI has been associated with greater levels of PTSD (O‟Connor 
et al., 2012).This research highlights the impact that PTSS can have on children and families, 
in addition to a number of other factors that these families are already required to manage 
such as the impact of cognitive impairment. There is little research examining parent PTSS 
following child TBI, however research has shown that a significant proportion of parents 
meet DSM-IV (1994) criteria for PTSD following child brain tumour (Fuemmeler, Mullins & 
Marx, 2001). „Uncertainty‟ was found to be a particular factor associated with parent PTSS in 
Fuemmeller et al.‟s study.  Individuals who have experienced a TBI can experience similar 
effects to those recognised following brain tumours, such as cognitive impairment, and a 
negative emotional impact (Babikian, McArthur & Asarnow, 2013; Sato et al., 2014).  
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With respect to burn injuries, a significant proportion of parents of children who had 
experienced accidental burn injuries presented with PTSS symptoms, with 56% continuing to 
experience symptoms 12 months post-burn in a study by Rizzone, Stoddard, Murphy and 
Kruger (1994). This research additionally demonstrates that factors including guilt and self-
blame were very common, and that effective maternal functioning may be disrupted as a 
result of PTSS (Rizzone et al., 1994). In a qualitative study where researchers conducted 22 
interviews with caregivers, parents were again reported to feel a strong sense of blame 
following a child‟s burn injury, and a sense of incompetence (Ravindran, Rempel & Ogilvie, 
2013). Findings from this study suggest that parents may experience “double trauma” in these 
situations; witnessing their child‟s suffering, as well as perceiving or receiving blame from a 
number of sources post-burn (Ravindran et al., 2013). Qualitative studies such as this further 
our understanding of some of the factors potentially associated with PTSS. Qualitative 
research lacks generalisability; therefore these findings are only applicable to this sample. 
However, the findings implicating blame on parents following burn injuries, and the 
suggestion that parents experience double trauma following events such as this, potentially 
have considerable implications for other parents in these situations, which has great clinical 
relevance.  
Wallace, Puryear and Cannada (2013) found that PTSS can remain up to 18 months 
post-injury in children, and this prolonged experience has been found to have lasting 
implications for extracurricular activities, school, future plans and family relationships. It is 
important for families to be supported to reduce PTSS in children and to promote healthy 
psychological functioning, which may reduce implications such as those found by Wallace et 
al. (2013), although no research has been identified investigating the association between 
PTSS reduction and improvement in these areas. Families and caregivers are vital in 
promoting children‟s healthy coping responses (Marsac, Mirman, Kohser & Kassam-Adams, 
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2011). Higher levels of family expressiveness have been associated with lower PTS symptom 
severity in children (Schreier, Ladakakos, Morabito, Chapman & Knudson, 2005); therefore, 
interventions targeting more open discussions of traumatic events within families may be 
beneficial in managing symptoms of posttraumatic stress.  
Although the evidence described in the trauma literature details a number of negative 
symptoms, there is some research which has described positive aspects of traumatic 
experiences. In a study addressing accidental trauma by Salter and Stallard (2004), 
researchers conducted qualitative analysis of interview notes of 158 children following road 
traffic accidents, and explored aspects of posttraumatic growth, which has been defined as a 
person experiencing positive psychological changes following a traumatic event (Werdel & 
Wicks, 2012). Results showed some evidence of post-traumatic growth in 42% of the 
children interviewed. Themes emerged including changes in interpersonal relationships, with 
some children reporting improved relationships and an appreciation of life (Salter & Stallard, 
2004). This particular study demonstrates positive outcomes following physical injury to 
children. However, less is known about parents‟ responses in these situations, and whether 
similar themes would be found. 
 
Paediatric Intensive Care 
In addition to illness and injury, parents of children who have been admitted to the 
paediatric intensive care unit (PICU) may experience higher levels of PTSS than other 
groups. One study evidenced that approximately one in eight parents (12.6%) met full criteria 
for a diagnosis of PTSD three months following their child‟s discharge from PICU (Bronner, 
Knoester, Bos, Last & Grootenhuis, 2008). A retrospective cohort study claims that parents 
of children who had been admitted to the PICU had significantly more symptoms of PTSD 
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than parents of children who had been admitted to a general paediatric ward (Rees, Gledhill, 
Garralda & Nadel, 2004).  
 
Relationship Between Parent and Child PTSS 
Much of the evidence base demonstrates a link between parent and child PTSS, 
though there are varying findings across studies. Landolt, Ystrom, Sennhauser, Gnehm and 
Vollrath (2012) report that a significant proportion of children and parents develop high 
levels of PTSS across a range of childhood medical conditions, though a significant 
relationship between parent and child PTSS was not found in this study. By contrast, Hall et 
al. (2006) report child PTSD symptoms to be directly associated with parent PTSD 
symptoms. Such research highlights the potential importance of considering systemic factors, 
including family environments, in developing effective interventions to reduce psychological 
symptoms (Hall et al., 2006). 
Differences between parent and child responses to illness and injury have been 
reported in the literature. One follow-up study interviewed 209 children, along with their 
parents (180 mothers and 175 fathers), 5-6 weeks after accidents, cancer or diabetes 
diagnosis. Results indicated a higher prevalence of PTSS in children who had experienced a 
physical injury than those diagnosed with a chronic disease, whereas maternal PTSS was 
higher when children were diagnosed with a chronic disease above those with physical 
injuries (Landolt, Vollrath, Ribi, Gnehm & Sennhauser, 2003). This research indicates 
differing responses to trauma in parents and children, and a complex relationship between the 
two, which may impact on coping and support-seeking behaviour. Another study has also 
shown that the agreement between parent and child responses was poor-to-moderate, with the 
results suggesting that parents in this study often misjudge their children‟s emotional 
responses, which is possibly linked to their own processes or reactions (Stover, Hahn, Im & 
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Berkowitz, 2010). This study is limited by a small sample size and the results were obtained 
within one month, therefore the results can only be applied to acute stress reactions, and not 
PTSD. Nonetheless, the study provides some possible insight into the challenges involved in 
relying on parents to seek support for their children following a traumatic event.  
A number of factors may influence the likelihood that a parent or child will 
experience PTSS following a child‟s traumatic event, be it related to illness or injury. 
Duzinski et al. (2012) report that existing parental trait anxiety may influence a child‟s risk of 
developing PTSS following a traumatic injury, which is particularly so if parents are present 
at the traumatic event. On the basis of this study, it would appear vital that parents‟ 
psychological difficulties are addressed in order to minimise the impact on the child.  
 
Support-Seeking 
Results from a study conducted by De Vries et al. (1999) showed that more than half 
of parents and children experiencing PTSS did not seek support to manage their symptoms. 
Further research findings have suggested that parents may underestimate their child‟s acute 
stress symptoms following accidental injury (Daviss et al., 2000), which may be an 
influencing factor in whether or not parents seek support for their children. Researchers 
assessing the impact of parent and child PTSS on whether or not support is sought, reported 
that one third of parents did not seek psychosocial support for their children who were 
experiencing significant PTSS (Marsac, Cirilli, Kassam-Adams & Winston, 2011). When 
parents experienced acute stress symptoms themselves, however, they were reported to be 
more likely to seek support for their children following their injury, highlighting both the co-
occurring relationship of PTSS and factors affecting support-seeking behaviour. Furthermore, 
parent coping strategies have been found to influence children‟s coping responses, and poorer 
coping in children may potentially influence the development of child PTSS (Marsac, 
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Donlon, Winston & Kassam-Adams, 2011). Ehler‟s and Clark‟s (2000) cognitive model also 
suggests that coping styles, including cognitive appraisals, may impact upon the development 
of PTSD, which may be the case in parents. 
 
Parental Gender Differences 
Differences have been found between mothers‟ and fathers‟ PTSS reactions 
throughout the research; for example, Boyer, Knolls, Kafkalas, Tollen and Swartz‟ (2000) 
study of parents‟ responses to paediatric spinal cord injury found mothers‟ PTS reactions to 
be strongly related to child PTSS, whereas fathers‟ symptoms were not significantly related. 
However, other studies have found a link between paternal and child PTSS, when a maternal 
link has not been present (Landolt et al., 2005). These studies have obtained different results, 
therefore additional research regarding parental gender and child PTSS is required in order to 
improve our understanding of these differences, which have been relatively under-researched 
to date.  
 
Parents’ Qualitative Experiences 
Although the general understanding of parent and child PTSS in the paediatric setting 
is increasing, there is limited research exploring parents‟ experiences of a child‟s traumatic 
event, particularly following injury. In the limited research which has been conducted in this 
area, researchers in one qualitatively designed study interviewed eleven parents of children 
who had survived brain tumours. Professional psycho-social support, grief and sadness, and a 
view of the world being insecure, were some of the themes which emerged in this study 
(Forinder & Norberg, 2010). Social support from family and friends also emerged as being an 
important factor with regard to how parents coped with their child‟s illness and treatment. 
Another qualitative study exploring experiences of childhood cancer identified that parents 
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wanted to talk about the whole cancer experience, not just the symptoms of the cancer 
(Woodgate & Degner, 2003), which has implications for health professionals in offering 
support to parents. Common themes appear across qualitative studies such as these, and 
although these are subjective experiences, providing rich data, they cannot be generalised 
further. There is some understanding of parents‟ experiences of their child‟s medical illness, 
albeit this is limited; however, there is even less understanding of parents‟ experiences 
following a sudden traumatic injury to their child.  
 
Rationale for Current Study 
Current literature assessing parent PTSS following a child‟s traumatic event is 
predominantly quantitatively-based and is limited in the area of accidental physical injury. In 
particular, there is limited understanding of how psychological difficulties may influence 
parental coping responses once the child returns home from hospital. Many studies do not 
include qualitative elements in the design, and there is limited understanding as to what 
support parents in such situations may require. Exploring parents‟ experiences of the 
traumatic event, particularly when their child returns home, would further our understanding 
of what parents require in order to support their children effectively;  children may struggle to 
cope if they are physically well enough to return home from hospital but are discharged into a 
traumatised family environment. More understanding of the prevalence of PTSS in parents 
when their child is in hospital following a traumatic injury is needed, as well as exploration 
of the factors influencing PTSS, and how this may be impact upon the family environment.  
 
Aims of the Study 
The current research aims to understand the frequency of parental PTSS in a UK 
paediatric hospital designated as a major trauma centre, and other effects on parents‟ 
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psychological well-being, following accidental physical injury to their child. This study also 
aims to explore parents‟ experiences of their child‟s traumatic event, including parents‟ 
perceptions of the factors which may have contributed to better or poorer coping, particularly 
once their child has returned home.  
 
Research Questions 
  Quantitative. 
1. What is the frequency of PTSS in mothers and fathers following their child‟s 
accidental physical injury? 
2. Does a child‟s accidental physical injury have a negative impact on parents‟ 
psychological well-being? 
3. Are there specific factors which contribute to higher levels of distress in parents, 
e.g. child spending time in ICU, parents witnessing the event, parent gender? 
 
Qualitative. 
1. What are parents‟ experiences of their child‟s sudden accidental injury, from the 
time spent in hospital to returning home? 
2. What factors do parents perceive to have influenced their emotional and coping 
responses following their child‟s injury? 
 
Research Hypotheses (Quantitative) 
1. Impact of Event Scale-Revised (IES-R) scores will be elevated in parents in this sample, as 
based on cut-off scores presented in previous studies, and in IAPT services (McMullen, 
O‟Callaghan, Richards, Eakins & Rafferty, 2012; Derluyn, Broekaert, Schuyten & 
Temmerman, 2004; Asukai et al,, 2002; IAPT, 2011). 
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2. Parents (mothers and fathers) who witnessed their child‟s injury will score higher on the 
IES-R and GHQ-28 questionnaires than those who did not witness the event. 
3. Mothers will score higher than fathers on the IES-R and GHQ-28.  
4. Parents of children who spent time in intensive care will score higher on the IES-R and 
GHQ-28.  
 
Methodology 
The present study applied a mixed methodological (quantitative and qualitative) 
approach in order to fully address the research questions. Stage one is a small-scale 
epidemiological survey of traumatic distress in parents of children admitted to a major 
paediatric trauma centre during a nine month period. This stage was necessary to capture the 
incidence and patterns of PTSS in parents, which is presently unknown, with the aim being to 
generate how big a problem this is, if at all. Questionnaire measures were deemed to be the 
most reliable and efficient way of gathering these data, which would address the initial three 
research questions (as presented above). Such a quantitative approach, however, provides 
little insight into how parents experience these events, which may lead to the development of 
PTSS. A qualitative approach was required in order to address the latter two research 
questions, and to generate hypotheses about what support parents may need, and to 
potentially inform the development of a meaningful questionnaire to administer with parents 
in future. A phenomenological position was therefore adopted in order to explore parents‟ 
experiences and their perceptions of the family environment into which their child is 
discharged.  
Stage two of the research is therefore a more in-depth exploration of parents‟ 
experiences of the traumatic event, and of the factors that parents perceived to have been 
important in their coping responses. Interviews were conducted with parents in the context of 
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a traumatically injured child being discharged as physically well enough to return home, but 
into the care of potentially traumatised parents / family, and without additional support for 
the parents. Interviews were the most thorough and effective method in gathering this 
information. A mixed-methods design was therefore implemented in this study in order to 
address all of the research aims and hypotheses thoroughly.  
Following completion of the questionnaire measures in stage one of the research, 
parents scoring highest on the IES-R (>33) were approached with a request to be interviewed, 
along with their partner if they had completed the initial questionnaire measures (providing 
both parents had consented to be approached for interview). The interviews aimed to 
understand what factors parents felt contributed to better or poorer coping, and so at least one 
parent in each family who were to be interviewed, was required to have a „clinically-relevant‟ 
score (>33: the score which used to indicate the level of distress in Improving Access to 
Psychological Therapies (IAPT) services) in order to adequately address this question. The 
research is designed to inform professionals working in paediatric services of what support 
parents experiencing distress may require, and so interviewing parents who have experienced 
higher levels of distress was necessary to further this understanding. It was equally felt 
important to include partners where both parents were involved in stage one of the research, 
in order to reflect the full range of family environments into which the child was returned, as 
far as possible.  
Design 
The present study used a mixed methods sequential design: 
1. Stage 1, a cross-sectional, quantitative phase to address the initial three research 
questions. 
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2. Stage 2, a qualitative phase comprising interviews with a sample of parents 
describing high levels of traumatic stress, and their partners where possible. 
Participants 
Parents of children who had suffered a recent accidental injury were recruited from a 
major trauma centre in a UK children‟s hospital. Seventy one parents were eligible to 
participate in the study; however, in 16 of these families, the child was discharged home prior 
to being approached for participation in the study. In total, fifty five parents were approached 
for consent. Participants scoring >33 on the IES-R were additionally asked to participate in 
the second qualitative stage of the study if they had provided consent to be contacted in stage 
one of the research (n = 16). There is no specific clinical cut-off score on the IES-R, however 
a score of >33 is used in IAPT services in treating diagnosed, or provisional, PTSD, therefore 
this score was utilised as a guide in identifying participants with  clinically relevant scores 
(IAPT Data Handbook, 2011). As this study is simply assessing prevalence of PTSS within a 
given sample, it was not possible to do a power calculation regarding how many participants 
were needed to achieve statistical significance, as there is no appropriate data to base this on. 
Eligibility Criteria 
Parents of children admitted to the hospital following a major traumatic injury, who 
met the Trauma and Audit Research Network criteria for a major trauma (TARN, n.d.), as 
well as parents of children who had been admitted to the hospital‟s major burns unit, were 
eligible to participate in stage one of the research. Parents who scored >33 on the IES-R, and 
consented to be approached for interview were eligible to participate in the second stage of 
the research. Parents were excluded from the study if they did not speak or understand the 
English language because a demographic questionnaire was used in stage one of the research, 
as well as interviews in the second stage for some parents: the articulation of emotionally 
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difficult experiences would have been very difficult, and potentially unreliable, through a 
translator. Parents were not approached if their child was in intensive care at the time of 
screening for eligibility, or if they were medically unstable; these parents were approached 
however once their child was medically stable. Parents were not eligible to participate if the 
child‟s injury was deemed, or suspected to be, non-accidental.  
 
Measures 
Parental PTSS. 
Posttraumatic stress symptoms were measured using the Impact of Event Scale, 
Revised (IES-R) (Weiss & Marmar, 1997). The IES-R has been shown to have 
excellent validity and reliability as a brief screen to measure PTSS following a range 
of traumatic events (validity - Pearson‟s r = 0.80, Spearman r = 0.69 - Bienvenu, 
Williams, Yang, Hopkins & Needham, 2013; reliability - Cronbach‟s alphas – 
intrusion 0.88, avoidance 0.90, hyper-arousal 0.85, total scores 0.95 - Sveen, 
Orwelius, Gerdin, Huss, Sjöberg & Willebrand, 2010; Cronbach‟s alphas – 0.90, 0.86, 
0.85, 0.95 - Beck et al. 2008). The IES-R was administered in stage one of the 
research and repeated during stage two with eight parents. 
Parental General Well-Being. 
The 28-item General Health Questionnaire (GHQ-28; Goldberg & Hillier, 1979) was 
used to screen parents‟ general health and well-being following their child‟s traumatic 
event. This is a reliable and widely used measure to assess general well-being across 
four domains; anxiety/insomnia, depression, somatic complaint and social functioning 
(validity - positive predictive power – 81.2% - Willmott, Boardman, Henshaw & 
Jones, 2008; reliability - Cronbach‟s alpha – 0.95 – Delgado-Gomez et al., 2013). The 
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GHQ-28 was administered with all participants in stage one of the research and was 
repeated in stage two with the eight parents who consented to be interviewed. A 
Likert scoring method was used to score the GHQ-28 (0, 1, 2, 3), so that all items 
could be scored in the same direction, allowing for analysis of higher scores being 
associated with greater levels of distress.  
Demographics. 
A short demographic questionnaire was administered to parents in stage one of the 
study, which detailed the gender and age of the parent and child, the nature of the 
child‟s injury, the place where the injury occurred, whether the parent witnessed the 
event and whether the child was admitted to intensive care (see appendix 2).  
Interviews (Stage Two). 
A purpose-designed interview schedule was utilised in stage two of the study to 
explore parents‟ experiences of their child‟s traumatic event (see appendix 3). The 
IES-R and GHQ-28 were also repeated at this stage. 
 
Procedure 
The research study was approved and sponsored by the University of Liverpool, and 
ethical approval was granted from the Liverpool Central National Research Ethics 
Committee. The Research and Development Committee at the hospital from which the 
sample was recruited, also approved the study. 
Parents of children who had sustained an accidental physical injury, and had been 
admitted through the hospital‟s major trauma unit or burns unit, were approached by a 
Rehabilitation Co-ordinator from the trauma service prior to the child‟s discharge home from 
hospital. The types of injuries that come into the major trauma unit include a range of open 
PAEDIATRIC INJURY ON PARENTS’ WELL-BEING 59 
wounds, open and closed fractures, dislocations of bones, internal injuries, multiple burns, 
crushing injuries and brain injuries, amongst other injuries as defined by TARN (n.d. – see 
manual for full criteria). Parents were provided with an information sheet when they met with 
the Rehabilitation Coordinator, which detailed the aims and procedure of the study (see 
appendix 4 for information sheet 1). At least 24 hours after receiving the information sheet, 
the primary researcher, or an Assistant Psychologist within the psychological services team at 
the hospital, approached the family. At this time, consent was gained from parents who 
agreed to participate in the study (appendix 5). Consenting parents completed a short 
demographic questionnaire, the IES-R and the GHQ-28. After completing the questionnaires, 
parents were also asked whether they would be willing, if selected, to participate in a second 
stage of the research, once their child had returned home from hospital. This second stage 
involved parents repeating the questionnaire measures and engaging in an interview 
regarding their experiences of their child‟s traumatic event.  
Nine of the parents approached for interview initially agreed to participate in stage 
two of the research. During this stage of the research, participants received the second 
information sheet (see appendix 6) and provided consent to participate, which involved being 
audio-recorded (see appendix 7). Participants completed the IES-R and the GHQ-28 
measures again, prior to the interview being conducted. All parents opted to be seen at home 
for this stage of the study. See appendix 8 for flow chart of the selection process.  
 
Data Analyses 
Stage one. 
The frequency of IES-R and GHQ-28 scores in mothers and fathers following injury 
to their child was determined. Analysis of Variance (ANOVA) tests were performed 
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on the data to determine the association between parental witnessing of the event, 
child‟s intensive care admission and parental gender and parents‟ IES-R and GHQ-28 
scores. There was only one missing score, which was on one participant‟s GHQ-28 
questionnaire, which was accounted for by the statistical package in which the 
analysis was run.  
Stage two. 
Thematic content analysis was used to analyse the data derived from the interviews in 
stage two of this study, utilising Newell and Burnard‟s (2011) guidelines. This was 
determined to be the most appropriate analysis to address the aims of the research; to 
explore parents‟ experiences of their child‟s traumatic event once returning home 
from hospital, particularly after experiencing relatively high levels of posttraumatic 
stress symptoms in hospital. Braun and Clarke (2006) suggest thematic analysis to be 
a more flexible approach in reflecting and unpicking reality, and to find themes which 
represent a patterned response, whereas other qualitative methods such as 
interpretative phenomenological analysis (IPA) and grounded theory, for example, 
would serve to provide great detail of everyday experience, or to develop plausible 
theories, which are not the aims of the current research. The interviews conducted in 
this study aimed to gain an understanding of patterns between parents responses to 
inform whether future research would be beneficial in order to potentially develop a 
screening protocol of parents‟ psychological well-being prior to their child‟s 
discharge home from hospital. It was also intended to highlight whether additional 
support was required to be put in place for these families. It was therefore important 
that data were scrutinised for commonalities across parents‟ experiences in order to 
inform future protocols within the hospital, which other methods of analysis would 
not achieve. 
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In line with Newell and Burnard‟s (2011) guidelines, notes were made 
following each interview, to provide memos for the researcher when later analysing 
the data in stage one. When interviews had been transcribed, they were read by the 
researcher and notes were made throughout to identify general themes in stage two. 
The researcher read and re-read transcripts in stage three of the analysis, becoming 
immersed in the data. Headings describing the content of transcripts were also 
developed at this stage, with thirty headings being developed in total. In stage four of 
the analysis, categories were gathered together and combined when they overlapped, 
creating a more manageable set of category codes. Category codes were highlighted 
to identify which quotes in the transcripts related to which codes in stage five of the 
analysis. Quotes were cut up and filed together according to the category they 
belonged to. In the final stage of the analysis, the categories (themes) were reviewed 
and placed under super-ordinate themes (3 super-ordinate themes comprising of 10 
main themes) (see appendix 9 for initial and final themes). The themes were then 
written up, with quotes utilised from the category in which they were filed. 
 
Results 
Characteristics of the Sample 
Forty nine of 55 parents who were approached, participated in stage one of the study. 
The final sample consisted of 31 mothers (63%) and 18 fathers (37%), amongst whom 16 
belonged to the same family (eight sets of two parent families). Data on children‟s 
characteristics were also collected, with 32 boys (78%) and nine girls (22%) comprising the 
final sample. Parents‟ ages ranged from 21 to 48 (mean age = 35.2), with children‟s ages 
ranging from 3 months to 15 years (mean age = 6.8). Children‟s injuries comprised single 
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fractures (e.g. femur, wrist), multiple fractures, head injuries, burn injuries (e.g. scalds), 
internal injuries (e.g. liver lacerations) and one child lost an eye. Injuries were primarily 
sustained from motor vehicle accidents, scalds from hot drinks, falls and bicycle accidents. 
Descriptive information of the sample is given in Table 1. Scores from quantitative measures 
are given in Tables 2 and 3. 
Twenty seven parents consented to be contacted for the second stage of the study. 
Sixteen of these parents scored >33 on the IES-R, who were then approached to participate in 
stage two, along with their partners if they had also completed stage one. This stage involved 
parents repeating the questionnaire measures, as well as participating in a semi-structured 
interview. Nine parents agreed to be interviewed at this stage, however one parent could no 
longer be contacted after initial agreement, and therefore eight parents completed stage two 
of the research. Two sets of parents were involved in the interviews; in these cases, partners 
were interviewed separately. Four other parents were interviewed without their partner as 
they were the only parent to have taken part in stage one of the study. Overall, five mothers 
and three fathers were interviewed in stage two of the study. Some interviews were very short 
where parents reported no particular difficulties since the child returned home, with one 
interview lasting just 7.55 minutes, with the parent reporting that distress was no longer 
present. Interviews thus ranged from 7.55 minutes to 33.56 minutes (mean 20.17; SD 10.27).  
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Table 1: Characteristics of the Sample 
Mothers 63% 
Fathers 37% 
Boys 78% 
Girls 22% 
Age of parents Range 21-48; mean 35.2 
Age of children Range – 3 months – 15; mean 6.8 
Injuries:  
Single fractures 31% 
Multiple fractures 12% 
Head injuries 27% 
Burn injuries 15% 
Internal injuries 10% 
Other 5% 
How injury was sustained:  
Motor vehicle / pedestrian accident 29% 
Scalds from hot drinks 15% 
Falls 39% 
Bicycle accidents 10% 
Other 7% 
 
PTSS in Parents 
In stage one of the study, 49% of parents scored >33 on the IES-R. According to 
IAPT (2011) cut-off scores, this score would be clinically indicative of diagnostic PTSD 
should symptoms have persisted four weeks following the event. Earlier studies of this kind 
have found cut-off scores of between 22 and 25 to be predictive of clinically significant 
levels of PTSS (McMullen, O‟Callaghan, Richards, Eakins & Rafferty, 2012; Derluyn, 
Broekaert, Schuyten & Temmerman, 2004; Asukai et al,, 2002). According to these cut-off 
scores, 63% of the parents studied within this sample had clinically significant levels of 
PTSS. The length of time for which children had been in hospital, until parents‟ completed 
the measures, varied (range 1 – 29 days; mean – 6 days; SD – 5.48). Parents scored highest 
on the intrusion subscale out of the three subscales on the IES-R mean (mean scores: 
avoidance – 1.27; intrusion – 1.84; hyper-arousal – 1.51). The IES-R was found to have 
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excellent internal reliability within the sample (α = 0.932). Data were normally distributed (z 
= 0.488), and homogeneity of variance was established using Levene‟s statistical test. 
Impact on Parents’ General Health 
On the GHQ-28, 51% of parents had a score of 23 or above, which is indicative of 
psychological distress, using the Likert scoring method (0, 1, 2, 3). Parents generally scored 
higher on the social dysfunction subscale of the GHQ-28, possibly due to the impact that a 
child being quickly admitted to hospital can have on their daily routine. Anxiety/insomnia 
scores were also relatively high. Parents‟ lowest scores were on the severe depression 
subscale (mean scores: somatic – 6.24; anxiety/insomnia – 8.27; social dysfunction – 8.84; 
severe depression – 1.33). The GHQ-28 was found to have excellent internal reliability (α = 
0.936) and data were normally distributed (z = 1.568). Homogeneity of variance was 
established using Levene‟s statistical test. Graphs 1 and 2 below demonstrate the means of 
the IES-R and GHQ-28 subscales. 
 
Figure 1. Graph of IES-R means         Figure 2. Graph of GHQ-28 means 
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Test of Hypotheses 
For the purpose of testing the research hypotheses 2, 3 and 4, a number of comparisons were 
made. Means and standard deviations of the IES-R and GHQ-28 scores relevant to these 
hypotheses are shown in Table 2. 
 
Table 2. Means and Standard Deviations of Variables Testing the Hypotheses 
Comparison Group IES-R 
Mean (SD) 
GHQ-28 
Mean (SD) 
Witnessing trauma Witnessed event 
Did not witness event 
39.31 (17.48) 
31.47 (20.53) 
28.92 (16.67) 
23.36 (11.57) 
 
Parent gender Mother 
Father 
35.32 (19.73) 
30.50 (20.38)  
28.77 (12.76) 
18.06 (11.15) 
 
ICU admission Admitted 
Not admitted 
44.20 (15.63) 
32.34 (20.11) 
32.60 (10.31) 
23.95 (13.25) 
 
 
Parent Witnessing Traumatic Event with IES-R and GHQ-28 Scores 
A relationship was found between parents who witnessed their child‟s traumatic 
event, and their IES-R and GHQ-28 scores. As can be seen in table 2, those who witnessed 
the event, on average, scored higher on the IES-R and GHQ-28; however, ANOVA tests 
revealed the results to be non-significant. The hypothesis that parents who witnessed their 
child‟s traumatic event would score higher on the IES-R and GHQ-28, was therefore rejected 
(effect sizes for overall means – r = 0.18 and r = 0.19 respectively). Effect sizes (r) were 
calculated based on Field‟s instructions (sum of squares between groups / sum of squares 
total = eta-squared; √ eta-squared = r) (Field, 2009). 
Parent Gender with IES-R and GHQ-28 scores 
Mothers scored higher than fathers on all subscales of the IES-R and GHQ-28 
questionnaires, again resulting in a trend in the direction of the hypothesis (see means in 
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Table 2). When comparing mothers‟ and fathers‟ mean GHQ-28 total scores, mothers scored 
significantly higher than fathers (F, (1, 48) = 8.78, p < .005), with a medium effect size (r = 
.40). However, when ANOVAs were run on individual subtests, there were only significant 
associations between female gender and somatic symptoms (F (1, 48) = 6.57, p < .05) and 
between female gender and anxiety / insomnia symptoms (F (1,48) = 9.56, p <.05) on the 
GHQ-28. Results are shown in Table 3. There were no significant associations between 
gender and mean IES-R scores (r= 0.12).  
Intensive Care Admission with IES-R and GHQ-28 scores 
ANOVA tests revealed a significant association between parents‟ severe depression 
scores on the GHQ-28 and their child being admitted to ICU, compared with parents of 
children not admitted to ICU (F (1, 48) = 4.09, P <.05) (Table 3). No associations were found 
between a child‟s ICU admission and total scores, or other subscale scores, on the GHQ-28 or 
IES-R.  
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Table 3. IES-R and GHQ-28 Scores with Investigated Variables 
Variable Subscale ANOVA – F score Significance 
Parent Gender IES-R:   
 Avoidance 2.09 .158 – ns 
 Intrusion 0.18 .723 – ns 
 Hyperarousal 0. 29 .592 – ns 
Parent Gender GHQ-28:   
 Somatic 6.57 .014* 
 Anxiety / Insomnia 9.56 .003** 
 Social Dysfunction 3.96 .052 – ns 
 Severe Depression 2.17 .148 – ns 
ICU IES-R:   
 Avoidance 2.42 .127 – ns 
 Intrusion 0.37 .549 – ns 
 Hyperarousal 1.86 .179 – ns 
ICU GHQ-28:   
 Somatic 3.05 .088 – ns 
 Anxiety / Insomnia 0.84 .364 – ns 
 Social Dysfunction 0.22 .644 – ns 
 Severe Depression 4.09 .049* 
Witnessing IES-R:   
 Avoidance 0.99 .326 – ns 
 Intrusion 1.91 .174 – ns 
 Hyperarousal 1.14 .291 – ns 
Witnessing GHQ-28:   
 Somatic 1.02 .887 – ns 
 Anxiety / Insomnia 3.65 .062 – ns 
 Social Dysfunction 1.23 .274 – ns 
 Severe Depression 2.02 .162 – ns 
Note: *Significance <.05,  ** Significance < .005,   ns = not significant 
 
Stage Two – Repeated Measures and Interviews 
Five mothers and three fathers were interviewed in the second stage of the study. 
Parents‟ ages ranged from 27 to 46 years (mean - 34 years). Participants were interviewed 
between one month and seven months post-injury. Two parents witnessed their child‟s injury 
(from the same family), whilst six of the parents interviewed did not witness the accident. Of 
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the parents interviewed in the second stage of the study, only one child had been admitted to 
ICU. 
Of the eight parents interviewed, seven parents‟ IES-R scores had decreased, whilst 
one parent‟s score had increased (mean pre-IES-R score = 47; mean post IES-R score = 29). 
Three of the parents‟ scores continued to be >33, with five parents‟ scores being below 
clinical levels by stage two. On the GHQ-28, six parents‟ scores had decreased, with two 
parents‟ scores increasing slightly (mean pre GHQ-28 score = 26; mean post GHQ-28 score 
= 17). Two parents‟ scores remained >23, which is indicative of distress, with the remaining 
six parents‟ scores decreasing to below 23. There were no differences in IES-R and GHQ-28 
scores with the length of time from discharge to re-completion of the measures. A paired t-
test was conducted on the eight parents‟ scores who completed the IES-R and GHQ-28 in 
both stages of the study. Results revealed a significant reduction in pre- and post IES-R 
scores (t (7) = 2.738, p = .029). A non-significant reduction in GHQ-28 pre and post scores 
was revealed (t (7) = 1.498, p = .178). Due to the very small sample in stage two, these 
results lack statistical power and so these results could not be applied to wider populations, 
though the results suggest this is worth replicating with larger samples. Quantitative data 
from stage two were included for descriptive purposes, simply to test if participants were 
reporting lower levels of distress. A t-test was conducted simply to identify whether a 
reduction in scores was implied, should this be repeated with larger samples, despite these 
particular results not being generalisable.  
Turning to the qualitative analysis, three super-ordinate themes emerged from the 
data, with each of these containing a number of main themes derived from the interviews, 
which are presented in Table 4. The themes are detailed below, with participants labelled, P, 
and the line number presented as taken from the interview transcript.  
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Table 4. Themes Extracted from Transcripts 
Super-Ordinate Themes Main Themes 
Emotional Impact on Parents 
Throughout Journey 
Anxiety: Hyper-vigilance and over-
protectiveness 
 Reminders maintain anxiety 
 Blame and self-criticism 
 Change over time 
Level of Support Contributed to 
Coping 
Child was well looked-after 
 Limited support for parents 
 Family and friends support 
 Disruption to Routine 
Positive Aspects of Experience Child Resilience 
 Relationship changes 
 
Super-ordinate Theme one: Emotional Impact on Parents Throughout the Journey 
One of the main overarching themes that emerged throughout the interviews was that 
there had been a considerable emotional impact on parents, particularly when their child was 
in hospital, but this also continued for most parents once the child returned home. A number 
of themes relating to this emotional impact emerged from the interviews, as follows.  
 
Theme 1: Anxiety: Hyper-vigilance and over-protectiveness 
Most parents interviewed reported experiencing anxiety, which had resulted in hyper-
vigilance due to the worry that their child would injure themselves further. As a result, 
many parents reported being over-protective of their child, or children, once they had 
returned home from hospital. For most parents, this was particularly so when their 
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child was initially returned home and symptoms had lessened somewhat over time, 
though these experiences were reported to have continued over the months following 
the traumatic event.  
 “I do find I am more conscious, and more to the window and that, all the time” (P1; 
line 72) 
 “You can‟t even let her out of your sight; you‟re like oh no, oh no. You‟re constantly 
watching her all the time” (P6; line 49-50) 
 “I am just taking her as someone fragile who could just break into pieces” / “It‟s all 
health and safety all the time” (P8; lines 206-207 / 64) 
 
Theme 2: Reminders maintain anxiety  
A number of parents interviewed reported being reminded of their child‟s traumatic 
injury when they did not mean to think about it. For some parents, environmental cues 
would trigger memories. These experiences are reflective of intrusive thoughts and 
flashback symptoms in the DSM-5 criteria for PTSD.  
“And then it triggers it [cup of tea] because I think, gosh, if that‟s burnt my 
mouth...oh just the, you know, the thought of it going all over her, it does, it upsets me 
a lot” (P3; lines 33-34) 
 “[children in job] When I am reminded of it....similar type of situation where they 
will have fallen over a piece of apparatus and they have hurt their stomach, so it kind 
of, it brings it back” (P7; lines 8-12) 
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 “She‟s trying to, you know, rise and go. You know, pick herself up; she can‟t and 
then I was having flashbacks of when she, it, initially happened” (P8; lines 26-27) 
 
Theme 3: Blame and self-criticism 
A common theme across interviews was that parents often blamed or criticised 
themselves for not protecting their child. This was particularly so when parents were 
in the vicinity of when the child injured themselves. This element of blame and/or 
criticism was felt by some parents to have contributed to the level of emotional 
distress they experienced.  
  “I‟m angry at myself for letting him do it” (P1; line 58) 
 “How have I let it happen? You know, you sort of, you feel, you feel at blame 
yourself” (P3; lines 45-46) 
  “I just felt irresponsible to be quite honest” (P6; line 265) 
 “I felt a bit guilty as well, I suppose because I was the one who, you know, was 
letting him outside” (P7; lines 97-99) 
 
Theme 4: Change over time 
Although there was a lasting emotional impact for most parents following their child‟s 
traumatic injury, particularly anxiety and hyper-vigilance as described above, all 
parents interviewed felt that the emotional impact had gradually reduced the longer 
the child had been home for. Most parents felt that time had allowed for this to reduce 
and hoped the impact would continue to lessen as time progressed. 
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  “I think it just fades over time” (P3; line 237) 
 “As time‟s gone on you‟re able to not feel quite so much that responsibility” (P6; 
lines 268-269) 
 “I felt better when she came back home” (P8; line 21) 
 
Super-Ordinate Theme two: Level of Support Contributed to Coping 
All parents who were interviewed identified that there were certain factors that 
contributed to whether or not they coped well with their child‟s injury. Common themes were 
found with regard to these contributors, though there was some variation between how well 
parents felt supported.  
 
Theme 5: Child was well looked after 
All parents interviewed felt that their child was well looked after from a medical point 
of view throughout their time spent in hospital. A common theme emerged in that 
parents were reassured by perceiving their child to be well cared for medically, which 
helped them to cope with the trauma.  
 “I couldn‟t fault them at all” (P1; line 211) 
 “We were treated very well from the very first paramedic that came, to leaving” (P4; 
line 188) 
 “In terms of the hospital staff, they did handle X with fantastic care. That was the 
main thing, that was brilliant” (P7; lines 137-138) 
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Theme 6: Limited support for parents 
Most parents interviewed did not feel that they were offered support themselves from 
the staff within the hospital, nor were they asked how they were coping with the 
traumatic nature of the event. The level of support that parents would have liked to 
have had varied between parents, though most parents did feel that having somebody 
to talk to during their child‟s stay in hospital would have been beneficial.  
 “There was no-one I could talk to. . . I don‟t know if talking to somebody at the time 
would have stopped me thinking about it all the time” (P3; lines 385-386) 
 “They don‟t really care about parents. . . Not a lot of emphasis placed on the 
parents” (P7; lines 377-378 / 150-151) 
  
Theme 7: Family and friends’ support 
A common theme found across interviews was the emphasis placed on having support 
from friends and family, which helped them to cope. A few parents commented that 
was it not for this support, they feel they would have had more difficulty coping.  
 “I just feel sorry for people who don‟t have [support], „cause how do they cope?” 
(P6; lines 214-215) 
  “It provided me with a bit of company and reassurance” (P7; lines 315-316) 
 “It was very, very helpful because if it had not been for that support, you know, it 
was very traumatic but with the support, in light of things, a bit easier. . . It had such 
a positive, positive impact. I wouldn‟t know where I would have been without those 
people‟s support” (P8; lines 136-137 / 191-193) 
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Theme 8: Disruption to routine 
Many parents interviewed found practical requirements to have had a negative impact 
on how they coped when their child was in hospital; such as not being able to wash / 
take other children to school / not being able to work, and the financial implications of 
this. 
 “The stresses...rearranging the, erm, norm as it was...like getting kids to school, all 
of a sudden it‟s like, can‟t do this, can‟t do that” (P2; lines 49-50) 
 “Come from the hospital to pick him up, back and then home...back to the hospital 
again, sleeping when you can” (P3; lines 21-23) 
 “I had no choice really but to leave my job there and then” (P5; lines 16-17) 
  “It impacted on my work as well” (P6; line 184) 
 
Super-Ordinate Theme three: Positive Aspects of the Experience 
 Although parents reported experiencing a number of negative impacts on their own 
well-being and the family environment, a number of the families in this sample did also 
report taking some positive aspects from their experiences.  
 
Theme 9: Child resilience 
A number of parents commented that their child making a quick recovery, and there 
appearing to be minimal lasting impacts for the child, helped them to cope and come 
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to terms with their child‟s injury. Most parents were surprised by their child‟s 
resilience, which had a positive effect on the child and the family. 
 “They are resilient kids. . . I can‟t believe how much he‟s come out of himself” (P1; 
line 146) 
 “She makes it better because it‟s like it‟s not even happened” / “I think she probably 
helps us more because she has just got back to how she was” (P3; lines 47 / 175-176) 
  “She just carries on with it” (P4; line 166) 
 
Theme 10: Relationship changes 
Despite some parents experiencing persisting psychological symptoms following the 
traumatic event, a number of parents reported some positive aspects once their child 
had returned home, which particularly involved bringing families closer together post-
trauma.   
  “I think it‟s made us stronger actually” (P1; line 39) 
 “At the moment he is closer to his brother and sister” (P2; line 40) 
 “On the relationship side of it, it‟s great, if not a little bit better” (P3; lines 224-225) 
 “It was quite a positive impact, it brought us all [family] closer together” (P8; line 
39) 
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Discussion 
This study benefits from a mixed methodological design, which allows for the 
assessment of posttraumatic stress symptoms and general distress, whilst also allowing for 
exploration and understanding of parents‟ experiences. As predicted in the research 
hypotheses, the results of this study show that posttraumatic stress responses are common in 
parents of children who have been admitted to hospital following a traumatic physical injury, 
as well as there being an impact on their emotional and physical well-being as measured by 
the GHQ-28. A number of trends were found within the data in that parents were more likely 
to have higher IES-R and GHQ-28 scores if they witnessed their child‟s traumatic event and 
if their child was admitted to ICU. Similar results have been found in previous research when 
parents have witnessed, or have been involved in, their child‟s accident (de Vries et al., 1999; 
Landolt, Vollrath, Timm, Gnehm & Sennhauser, 2005; Ostrowski, Christopher & Delahanty, 
2007).  
Mothers were also more likely to score higher on the IES-R and GHQ-28 than fathers. 
With the exception of mothers‟ mean GHQ-28 score being significantly higher than fathers‟ 
mean GHQ-28 score, results in most of the other trends were non-significant, with effect 
sizes ranging from .12 to .18 (pearson‟s r). When subscales were analysed separately, some 
significant results remained with mothers‟ scores on the somatic and anxiety/insomnia 
symptoms subscales on the GHQ-28, compared with fathers, but not on the depression or 
social dysfunction subscales. In addition, parents (mothers and fathers combined) scored 
significantly higher on the depression subscale on the GHQ-28 when their child was admitted 
to ICU, compared with parents whose children were not admitted to ICU. The results indicate 
that in this sample, anxiety was a common reaction for parents, and that ICU admission can 
have more of a negative impact on parents‟ mood than when children are not admitted to 
ICU. Given the relatively small sample size in this study, statistical power would not be 
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achieved, and so these trends may have shown greater significance, and greater effect sizes, 
should this research be replicated in a larger sample. Nonetheless, these trends do provide 
some insight into the frequencies of PTSS and the impact on parents‟ general health, and in 
which parents these symptoms may be most likely to present (i.e. mothers / those witnessing 
events / child admitted to ICU). 
In line with the research objectives, the interviews conducted in the second stage of 
this study offer some insight into the factors perceived by parents to have contributed to their 
symptoms of trauma and distress, which is often lacking in similar studies. These interviews 
revealed that parents felt that their child‟s traumatic event had had a definite impact on their 
emotional well-being, which had lasted over a number of months in some cases. Most parents 
reported experiencing anxiety when their child was staying in hospital, which had resulted in 
them being hyper-vigilant and over-protective once their child had returned into the home 
environment. Some parents felt that their hyper-vigilance and over-protectiveness had had a 
negative impact on their children and the family environment, implicating the need for 
professionals to support parents to minimise this impact as far as possible. Most parents 
reported that this anxiety had continued to some extent once their child had returned home, 
and reminders would often trigger memories of the event, which were difficult for some 
parents to deal with. A theme of blame and self-criticism emerged throughout the interviews, 
which may have contributed to parents‟ levels of distress, and this is something which has 
been found in similar studies previously (Rizzone et al., 1994; Ravindran et al., 2013). 
Although there were clear themes relating to the emotional impact of a child‟s trauma on 
parents‟ well-being, most parents in the sample reported that their levels of distress were 
reducing as time went on, and were hopeful that distress would continue to reduce.  
The support that parents received from friends and family was felt to have been an 
integral factor in helping parents to cope better when their child was in hospital, as well as 
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feeling that their child was well looked after by the medical team involved in their child‟s 
care, which was felt by most parents to have been excellent. However, the majority of parents 
interviewed did not feel that their own emotional responses to their child‟s injury were 
acknowledged, with most parents in the sample reporting that they were not asked by staff 
how they were coping, nor were they offered the chance to talk to anybody about how they 
were feeling. Responses varied between parents, however the majority of parents interviewed 
felt that they would have benefited from having somebody to talk to outside of their circle of 
family and friends, or at least to have been given the option. Therefore, although all parents 
accepted that their child being well cared-for medically was paramount to their experiences, 
most parents felt that it would have been beneficial for their own emotional states to have 
also been acknowledged. A study addressing parents‟ experiences following their child‟s 
brain injury reported similar experiences, in that parents‟ emotions were felt to affect their 
parenting, as well as parents feeling there was an additional burden placed on them, with a 
lack of respite care, which resulted in them neglecting to look after themselves (Brown, 
Whittingham, Sofronoff & Boyd, 2013). However, this study did not specifically address 
parents‟ views regarding the support they felt they required in-hospital to address their 
emotional states. No other research has been identified addressing this factor. A common 
theme across parents‟ interviews was the impact of not being able to work and engage in their 
usual daily routines, which was felt to have had a negative impact on their ability to cope, and 
again, they were not offered support with this, or anybody to talk to about it.  
Although all parents interviewed reported that their child‟s traumatic injury had a 
negative impact on their emotional well-being, most parents also described some positive 
aspects of their experiences for themselves, their children and sometimes for the family unit. 
Most parents described their child as being resilient and quickly „getting back to normal‟. For 
parents, this was a factor which helped them to cope with the trauma. A number of parents 
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also reported improved relationships between the parent and child, between siblings, between 
the partners, or with wider family and friends. Being able to take such positives out of a 
difficult experience was a factor that parents felt was helping them to cope in the longer term.  
There is clearly a variation in how parents respond to, and cope with, a child‟s 
physical injury, though this research highlights that a large proportion of parents will 
experience a considerable level of distress, which will commonly include posttraumatic stress 
responses. The interviews conducted in this study provide some insight into some of the 
factors which may have influenced these levels of distress, as indicated by their scores on the 
IES-R and GHQ-28. It is particularly important that parents feel supported, as well as feeling 
reassured that their child is well-cared for whilst in hospital. Support from family and friends 
has shown to be particularly helpful in influencing coping responses, which has been reported 
in similar studies (Podlog, Kleinert, Dimmock, Miller & Shipherd, 2012; Verhaeghe, Defloor 
& Grypdonck, 2005); however, this was felt by some families in this study to not have been 
fully adequate in managing their emotional well-being.  
The interviews and the questionnaires which were repeated with the eight parents in 
both stages of the study, indicate that emotional distress does tend to reduce over time once 
their child has returned home. Despite this, most parents reported experiencing a lasting 
impact, at least within the initial weeks and months of their child being returned home. They 
reported being particularly worrisome and had become much more protective of their child, 
to a level which they thought was probably unnecessary. Should parents be offered some 
support to manage their distress, or some information about common traumatic stress 
responses following a child‟s admission to hospital, this impact could potentially be 
minimised.  
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Clinical Implications and Future Research 
This study highlights the impact on parents‟ emotional and psychological well-being 
when their child has been admitted to hospital following a traumatic physical injury, as well 
as the limited support that parents feel they receive from professionals within the hospital 
setting. These findings indicate that parents would benefit from being screened for 
posttraumatic stress symptoms and the impact on their general health should be assessed, 
when their child is in hospital. Although this study utilised a relatively small sample, results 
show that PTS reactions are common following a traumatic event, in line with previous 
research (Martin-Herz et al., 2012, De Vries et al, 2000; Rizzone et al., 1994). Symptoms 
may reduce over time, as these preliminary results would suggest, however parents could 
benefit from being provided with information regarding common posttraumatic stress 
responses, to normalise their feelings. Themes derived from the interviews in the second 
stage of this study indicate that parents should be offered space to talk with staff involved in 
their child‟s care about how they are feeling themselves, or an opportunity to talk to another 
professional should considerable distress be reported. In addition, parents‟ symptoms of 
anxiety continued in a proportion of parents in this study once their child returned home, 
which may result in changes to how parents respond to their child or children, and this is 
something which could be addressed when children return to the hospital for medical check-
ups following their injury. If similar results were obtained in further research of this kind, 
these recommendations should be considered.  
Given the small sample size in this study and with the sample being limited to one 
regional trauma centre, this research would benefit from replication with a larger sample size, 
across a larger geographical area. Despite the relatively small sample size, this study does 
indicate that there is a high frequency of posttraumatic stress symptoms in parents, and there 
is a negative impact on parents‟ general health and well-being, following an accidental 
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physical injury to their child. Further research should aim to develop and evaluate screening 
measures to assess for these symptoms and to additionally implement, and evaluate, support 
offered to parents and/or families following traumatic injury to a child. 
 
Limitations 
Although there are a number of strengths to this study, including the mixed 
methodological design, there are some limitations to be acknowledged. The sample size of 
the present study was relatively small, which may limit the power and generalisability of the 
findings. In addition, the sample was only taken from one UK hospital, further limiting its 
generalisability. However, the sample is taken from a regional trauma centre therefore 
participants were drawn from a larger geographical area than other hospitals typically serve. 
Thematic analysis can be criticised for its subjectivity, although a thorough protocol was 
followed in this particular analysis. This aimed to increase the reliability of the analysis, 
however, this study was further limited by only one researcher analysing the data.  
Only parents who scored >33 on the IES-R were interviewed, along with their 
partners, which may limit the findings to parents experiencing high scores. However, partners 
of two of the highest scorers did have slightly lower scores than 33, reflecting a wider 
spectrum of parents within this population. It may have been beneficial to have interviewed 
more parents who did not score highly on the IES-R to explore factors associated with less 
distress in parents. The scope for this was too large for the present study, though this is 
something to be considered in future research. In addition, parents were interviewed at 
different time points dependent upon how long their child had been discharged when 
approached for interview, though all parents were interviewed within a seven month period. 
In this particular study, there was no relationship between scores on the IES-R and GHQ-28 
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scores with length of time since discharge to interview, though this is something which 
should be explored further in larger-scale, longitudinal studies.  
 
Conclusion 
The results of this study imply that a child‟s traumatic physical injury can have a 
considerably negative impact on parents‟ general health and well-being, and can cause a 
significant proportion of parents to experience posttraumatic stress symptoms. Symptoms of 
anxiety continued in a number of parents in this study once their child had returned home 
from hospital, leading to hyper-vigilance and over-protectiveness. Should these behaviours 
continue for a prolonged period, there could be a profound impact on the child‟s well-being, 
and upon the parent-child relationship. A number of parents in this study felt unsupported by 
medical staff in the hospital with regard to their own emotional well-being. This is an area 
which would benefit from further research in order to identify how best to support parents in 
these situations.  
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Appendix 1: PRISMA Checklist 
Section/topic  # Checklist item  
Reported 
on page #  
TITLE   
Title  1 Identify the report as a systematic review, meta-analysis, or both.   
ABSTRACT   
Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, 
participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and 
implications of key findings; systematic review registration number.  
 
INTRODUCTION   
Rationale  3 Describe the rationale for the review in the context of what is already known.   
Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, 
outcomes, and study design (PICOS).  
 
METHODS   
Protocol and registration  5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide 
registration information including registration number.  
 
Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, 
language, publication status) used as criteria for eligibility, giving rationale.  
 
Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify 
additional studies) in the search and date last searched.  
 
Search  8 Present full electronic search strategy for at least one database, including any limits used, such that it could be 
repeated.  
 
Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, 
included in the meta-analysis).  
 
Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes 
for obtaining and confirming data from investigators.  
 
Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and 
simplifications made.  
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Risk of bias in individual 
studies  
12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this was 
done at the study or outcome level), and how this information is to be used in any data synthesis.  
 
Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).   
Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including measures of consistency 
(e.g., I
2
) for each meta-analysis.  
 
 
Page 1 of 2  
Section/topic  # Checklist item  
Reported 
on page #  
Risk of bias across studies  15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective 
reporting within studies).  
 
Additional analyses  16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating 
which were pre-specified.  
 
RESULTS   
Study selection  17 Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at 
each stage, ideally with a flow diagram.  
 
Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and 
provide the citations.  
 
Risk of bias within studies  19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12).   
Results of individual studies  20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each 
intervention group (b) effect estimates and confidence intervals, ideally with a forest plot.  
 
Synthesis of results  21 Present results of each meta-analysis done, including confidence intervals and measures of consistency.   
Risk of bias across studies  22 Present results of any assessment of risk of bias across studies (see Item 15).   
Additional analysis  23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]).   
DISCUSSION   
Summary of evidence  24 Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to 
key groups (e.g., healthcare providers, users, and policy makers).  
 
Limitations  25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of 
identified research, reporting bias).  
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Conclusions  26 Provide a general interpretation of the results in the context of other evidence, and implications for future research.   
FUNDING   
Funding  27 Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the 
systematic review.  
 
 
From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(6): 
e1000097. doi:10.1371/journal.pmed1000097  
For more information, visit: www.prisma-statement.org.  
Page 2 of 2  
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Appendix 2:  Demographic questionnaire 
 
 
 
 
Demographic Questionnaire 
 
(An exploration of accidental physical child trauma on parents’ psychological well-being:  
A mixed methods design)  
 
 
 
Participant number: 
 
 
Participant’s Gender: 
 
Participant’s Age: 
 
 
Child’s Gender: 
 
Child’s Age: 
 
 
Nature of Child’s Injury: 
(How injury happened and type) 
 
 
Time since child’s admission to Alder Hey: 
 
 
Place where child’s traumatic incident occurred (e.g. home / school / other): 
 
 
Did you (parent) witness the incident? 
 
 
Was child admitted to ICU at any stage during admission?   Yes     /     No 
- If yes, how long was the child in ICU? 
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Appendix 3:  Interview schedule 
 
 
 
Interview Schedule 
 
1. Do you feel that your child’s injury has affected you emotionally? (If yes) In what 
ways do you think this has occurred? 
 
If participant answered yes to Question 1, continue to Questions 2 and 3. If no, 
continue to Question 4.  
 
2. In what ways do you feel that the emotional impact that your child’s injury had on 
you, has also had an effect on your relationship with your child? 
 
3. Do you think the effect that your child’s injury had on you, has impacted upon your 
relationships with other family members? E.g. partner / other children. (If yes) Can 
you give me examples? 
 
4. How has your child’s injury impacted upon the family unit? 
 
5. How have things changed at home since your child’s injury? 
 
6. Can you describe the kinds of support you received when your child was in hospital? 
(Family / friends / hospital staff.) 
 
7. What did you find helpful from the support you received when your child was in 
hospital? (Family / friends / hospital staff.) 
 
8. Is there anything that you found unhelpful from your experience when your child was 
in hospital? If so, please expand. 
 
9. Do you feel that the support that you did, or did not receive, had an effect upon the 
way that you coped with your child’s injury? 
 
10.  Have there been any changes in your mood, or have you experienced any other 
psychological difficulties, as a result of your child’s injury? 
 
11.  Would you have liked anything to have been different about your experience, from 
the time when your child was admitted to hospital, to when he/she was discharged 
home? If so, please describe what you would like to have been different. 
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Appendix 4:  Participant information sheet 1 
 
 
 
 
 
Participant Information Sheet 1 
 
An exploration of accidental physical child trauma on parents’ psychological well-being: A mixed methods 
design.  
 
 
You are invited to take part in a research study. The following information details the purpose of this 
research and what the research involves. Please take time to read through the following information 
carefully. 
 
What is the purpose of this study? 
This study is exploring the impact of a child’s physical injury on parents’ psychological well-being. Following 
traumatic injury to a child, parents may experience some distressing thoughts and feelings, and the purpose of 
the study is to assess these symptoms in parents of children admitted through the trauma unit at Alder Hey 
Children’s Hospital. This research aims to identify whether support would be helpful for parents, and if so 
whether such help would be best if made available before or after their child is discharged home from 
hospital.  
 
Why have I been invited? 
You have been invited to participate in this research study because your child recently suffered from a physical 
injury and is currently a patient at Alder Hey Children’s Hospital. 
 
Do I have to take part? 
Your participation in this research study is entirely voluntary, and you will be asked to give written consent if 
you wish to participate. 
 
What does the study involve? 
For this part of the study, you will be asked to complete two questionnaires. These questionnaires will help us 
to assess your general health and well-being, and any ‘post-traumatic stress symptoms’ that you may be 
experiencing. Post-traumatic stress symptoms are distressing symptoms that can occur after a traumatic event 
such as injury to a child. You will also be asked other questions, such as whether or not you witnessed the 
event which caused your child’s injury, which will be used as part of the data collection. In addition, you will 
also be asked whether you are willing to participate in the second part of the study, which involves being 
interviewed at a later date and is entirely voluntary. 
 
Will my child’s medical information be accessed? 
Information about the type of injury your child sustained will be accessed from your child’s medical records, 
with your written consent.  
 
 
 
Are there any risks in taking part? 
It is possible that some difficult thoughts and feelings may arise when filling out the questionnaires. The 
researcher will be with you whilst you complete the questionnaires, and if any difficulties do arise, you will be 
advised of support available to you should you feel this would be helpful. 
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Are there any benefits in taking part? 
There are limited direct benefits in the current study, however by participating in the study, it is hoped that 
this will help parents in similar situations to you in the future, by helping us design and recommend 
appropriate services for families in these circumstances. 
 
Who is conducting the study? 
The study is being conducted by a Trainee Clinical Psychologist, Jennifer Dainty, from the University of 
Liverpool, as part of a Clinical Psychology Doctorate. Professor James McGuire from the University of Liverpool 
and Dr. Rebekah Lwin, Consultant Clinical Psychologist from Alder Hey Children’s Hospital, are supervising the 
study. This study has been approved by the University of Liverpool, the research committee at Alder Hey and 
the national ethics committee. 
 
What will happen to the data? 
Data gathered from the study will be written up for a research article, which will be submitted for publication 
in an academic journal. The research will also be written up as part of the clinical psychology doctorate 
programme. Steps will be taken to ensure all information gathered will remain confidential and anonymous. 
 
What will happen if I don’t want to carry on with the study? 
You can withdraw from the study up to six months after you have completed the questionnaires. You would 
not be expected to provide a reason for not wishing to continue with the study. 
 
Will my responses be kept confidential? 
All responses will be treated confidentially and will remain anonymous for the purpose of producing the final 
write up and research article. The researchers will be able to access your details until the results are written up 
to ensure that your data can be identified. This is vital for the study because if you wish to withdraw from the 
study, your data can be removed. You are able to do this up to six months after completing the questionnaires. 
 
What happens after I have completed the questionnaires? 
For most parents, no further participation will be required after completing the questionnaires. However, ten 
parents in the study will be approached to be interviewed following their child’s discharge home, in order to 
explore the impact of traumatic injury on the home environment in greater detail. If you are willing to be 
approached to be interviewed for the second part of this study, please tick the relevant box on the consent 
form. 
 
What if I feel I need to talk to somebody about my responses on the questionnaire? 
A list of agencies that may be able to offer help is provided at the end of this information sheet.   
If, after completing the questionnaires, you feel that you are experiencing psychological difficulties and/or are 
struggling to cope, please contact your GP. Alternatively, the researcher can contact your GP on your behalf 
and/or can signpost you to relevant support agencies, with your written consent. 
 
 
Thank you for taking time to read this information sheet. If you are willing to take part in this study, please 
sign the corresponding consent form.  
 
 
 
What if I want to complain about any aspect of the study?  
If you wish to complain about any aspect of the study, please contact Jennifer Dainty, Trainee Clinical 
Psychologist in the first instance using the contact details provided below. Should you wish to take this further, 
please contact the Chief Investigator of the study, Professor James McGuire.  
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Contact Details: 
 
Jennifer Dainty, Trainee Clinical Psychologist – jdainty@liverpool.ac.uk ; 07712 161 487 
 
Prof. James McGuire, University Professor & Chief Investigator - merc@liverpool.ac.uk ; 0151 794 5530 
 
Dr. Rebekah Lwin, Consultant Clinical Psychologist – r.lwin@chester.ac.uk 
 
Psychological Services Department, Alder Hey – 0151 252 5586 
 
 
 
Support Services Available: 
 
 GP 
 
 Mind – www.mind.org.uk ; 0300 123 3393 
 
 Anxiety UK – www.anxietyuk.org.uk ; 0844 477 5774 
 
 Family Lives - http://familylives.org.uk ; 0808 800 2222 
 
 Emotional Support, Cruse Bereavement Care - www.crusebereavementcare.org.uk ; 0844 477 9400 
 
 C.A.L.L. Mental Health Helpline - www.callhelpline.org.uk ; 0800 132 737 
 
 Emotional support – Samaritans - 08457 909090 
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Appendix 5:  Participant consent form 1 
 
 
 
 
 
Centre Number: 
Study Number: 
Participant Identification Number: 
 
PARTICIPANT CONSENT FORM FOR RESEARCH - 1 
 
An exploration of accidental physical child trauma on parents’ psychological well-being: A mixed methods 
design.  
 
 
Name of Researcher:      Job Title: 
 
Please read the following statements and initial the boxes if you agree to participate in the study. Please 
also provide your signature as stated below. 
                                     Please 
Initial 
1. I confirm that I have read and understood the information sheet dated ...............  for the  
above study. I have had the opportunity to consider the information and ask any questions,  
which have been answered satisfactorily. 
 
2. I understand that my participation is voluntary and that I am free to withdraw my responses within the first 
six months of the study. I am not obliged to provide a reason for this, nor will 
my child’s medical care be affected 
 
 3. I understand that relevant sections of my child’s medical notes and data collected may be looked at by 
regulatory authorities or persons from the Trust where it is relevant to taking  
part in this research. I agree to these persons having access to my child’s records. 
 
4. I agree to take part in phase one of this study, which will involve completing the IES-R and  
GHQ questionnaires.   
 
5. I agree to be approached for the second phase of the study, which will involve repeating the questionnaires 
and taking part in a 60 minute interview, which will be audio-recorded. 
-OR- 
           Please tick this box if you do not wish to be approached to be interviewed  
 
 
Name of participant .............................................    .......................... .............................. 
        Date          Signature 
Name of person taking consent 
(if different from researcher) ..................................    ............................ .............................. 
         Date          Signature 
 
Researcher  ..............................................    ............................ .............................. 
         Date                     Signature                
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Appendix 6:  Participant information sheet 2 
 
 
 
 
Participant Information Sheet 2 
 
An exploration of accidental physical child trauma on parents’ psychological well-being: A mixed methods 
design.  
 
 
You are invited to take part in a research study. The following information details the purpose of this 
research and what the research involves. Please take time to read through the following information 
carefully. 
 
Why have I been asked to take part in this research? 
You recently completed two questionnaires prior to your child’s discharge home from Alder Hey Children’s 
Hospital. At this time, you agreed to take part in the second part of this research study, which involves being 
interviewed once your child has returned home.  
 
What is the purpose of this study? 
The first part of the study involved looking at parents’ health and well-being, including ‘post-traumatic stress 
symptoms’, where you completed two questionnaires. This second part of the study aims to explore parents’ 
experiences of their child returning to the home environment. The study also aims to seek what parents have 
found helpful and/or unhelpful from their experiences, both during the child’s hospital admission, and 
following discharge. 
 
Why have I been invited? 
You have been invited to participate in the second part of this study because your child recently suffered a 
physical injury. You took part in the first part of this study when your child was in hospital, where you 
completed two questionnaires and agreed to be approached to be interviewed for the second part of the 
study. 
 
Do I have to take part? 
Your participation in this research study is entirely voluntary, and you will be asked to give written consent if 
you wish to participate. 
 
What will the study involve? 
You will be asked to repeat the questionnaires which you completed in the first part of the study, as well as 
take part in an interview with the researcher, which is expected to last approximately 60 minutes. The 
researcher will ask you a number of questions, in line with the aims of the research. However, you will also be 
invited to add any extra information or comments that you feel could be important for us to know about. 
 
Are there any risks in taking part? 
It is possible that some difficult thoughts and feelings may arise during the interview. The researcher will be 
present throughout the process and if any difficulties do arise, you will be advised of support available to you 
should you feel this would be helpful. 
 
Are there any benefits in taking part? 
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There are limited direct benefits in the current study, however by participating in the study, it is hoped that 
this will help parents in similar situations to you in the future, by helping us design and recommend 
appropriate services for families in these circumstances. 
 
Who is conducting the study? 
The study is being conducted by a Trainee Clinical Psychologist, Jennifer Dainty, from the University of 
Liverpool, as part of a Clinical Psychology Doctorate. Professor James McGuire from the University of Liverpool 
and Dr. Rebekah Lwin, Consultant Clinical Psychologist from Alder Hey Children’s Hospital, are supervising the 
study. This study has been approved by the University of Liverpool, the research committee at Alder Hey and 
the national ethics committee. 
 
What will happen to my responses and will they be kept confidential? 
The interview will be audio-recorded, and will later be written up and stored securely with the primary 
researcher. All of your personal information will be kept confidential and made anonymous, which means that 
information will not be identifiable to anybody other than the researchers. Quotes from the interviews may be 
used in the writing up of the study, which we will submit for publication. If you do not wish for any quotes to 
be used from your interview, please let the researcher know before the interview. 
 
Will I be reimbursed for my expenses? 
If you are required to travel to take part in this phase of the study, you will be reimbursed for reasonable travel 
expenses, up to a maximum of £40.00 dependent upon the distance travelled. Receipts will be required in 
order to reimburse any travel expenses. 
 
What will happen if I no longer want to take part in the study? 
You are free to withdraw from the study up to six months following the interview. The research will then be 
ready to be published following this time frame.  
 
What if I feel I need to talk to somebody following the interview? 
If, after completing the interview, you feel that you are experiencing psychological difficulties and/or are 
struggling to cope, please contact your GP. Alternatively, the researcher can contact your GP on your behalf 
and/or can signpost you to relevant support agencies, with your written consent.  A list of agencies that may 
be able to offer help and advice is included at the end of this information sheet. 
 
 
 
What if I want to complain about any aspect of the study?  
If you wish to complain about any aspect of the study, please contact Jennifer Dainty, Trainee Clinical 
Psychologist in the first instance using the contact details provided below. Should you wish to take this further, 
please contact the Chief Investigator of the study, Professor James McGuire.  
 
 
 
Thank you for taking time to read this information sheet. If you are willing to take part in the second part of 
this study, please sign the corresponding consent form.  
 
 
Contact Details: 
 
Jennifer Dainty, Trainee Clinical Psychologist – jdainty@liverpool.ac.uk ; 07712 161 487 
 
Prof. James McGuire, University Professor & Chief Investigator - merc@liverpool.ac.uk ; 0151 794 5530 
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Dr. Rebekah Lwin, Consultant Clinical Psychologist – r.lwin@chester.ac.uk 
 
Psychological Services Department, Alder Hey – 0151 252 5586 
 
 
 
Support Services Available: 
 
 GP 
 
 Mind – www.mind.org.uk ; 0300 123 3393 
 
 Anxiety UK – www.anxietyuk.org.uk ; 0844 477 5774 
 
 Family Lives - http://familylives.org.uk ; 0808 800 2222 
 
 Emotional Support, Cruse Bereavement Care - www.crusebereavementcare.org.uk ; 0844 477 9400 
 
 C.A.L.L. Mental Health Helpline - www.callhelpline.org.uk ; 0800 132 737 
 
 Emotional support – Samaritans - 08457 909090 
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Appendix 7:  Participant consent form 2 
 
 
 
 
Centre Number: 
Study Number: 
Participant Identification Number: 
 
PARTICIPANT CONSENT FORM FOR RESEARCH – 2 
 
An exploration of accidental physical child trauma on parents’ psychological well-being: A mixed methods 
design.  
  
 
 
Name of Researcher:      Job Title: 
 
 
Please read the following statements and initial the boxes if you agree to participate in the study. Please 
also provide your signature as stated below. 
   
                         Please Initial 
1.  I confirm that I have read and understood the information sheet (version 2) 
dated ...............  for the above study. I have had the opportunity to consider the 
information and ask questions which have been answered satisfactorily. 
 
2. I understand that my participation is voluntary and that I am free to withdraw my 
responses within six months of completing the interview and I am not obliged to  
provide a reason for this, nor will my child’s medical care be affected. 
            
3. I am willing to take part in the second phase of this study, which will involve 
Completing the IES-R and GHQ questionnaires and a 60 minute interview.      
 
4. I agree for anonymous quotations to be referred to in the research article. 
 
5. I agree to my interview being audio-recorded and understand that this   
will be written up and stored securely and anonymously. 
 
 
 
Name of participant .............................................    .......................... .............................. 
        Date          Signature 
Name of person taking consent 
(if different from researcher) ..................................    ............................ .............................. 
        Date         Signature 
 
Researcher  ..............................................    ............................ .............................. 
        Date                   Signature                
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Appendix 8:  Flow chart of selection process 
 
 
 
Do parents meet inclusion criteria? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Child comes through major trauma unit 
Yes No 
Parents not approached (non-
accidental injury) (n = 5) 
Parents approached to complete 
questionnaire measures (n = 55) 
Parents declined participation 
(n = 6) 
Parents completed questionnaire 
measures (n = 49) 
Parents asked to consent to be 
contacted for stage two 
Yes (n = 
27) 
No (n = 
22) 
Parents scoring > 33 on IES-R 
contacted for interview (n =16) 
Parents agreed to participate (n = 9) Parents declined / did not respond to 
contact (n = 7) 
Parents interviewed in stage two     
(n = 8) 
Parents who could not be contacted 
after initial agreement (n = 1) 
Parents discharged 
prior to being 
approached (n= 16) 
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a) 
b) 
c) 
d) 
b) 
b) 
c) 
d) 
Appendix 9: Initial 30 Themes              10 Main Themes           3 Superordinate Themes 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
No space to cry / be emotional 
 
a) 
c) Blame and Self-Criticism 
a) Anxiety: Hyper-vigilance and Over-Protectiveness 
c) Family and Friends’ Support 
b) Limited Support for Parents 
Support unavailable 
Staff attitude 
 
Professional support 
d) Disruption to Routine 
a) Child was well Looked-After 
b) Relationship Changes 
a) Child Resilience 
d) Change Over Time 
b) Reminders Maintain Anxiety 
Discarded themes 
Pre-morbid factors / additional difficulties 
Preparation for going home 
Try to support child 
Impact on being there / 
 not being there 
 
Emotional impact on child 
 
Age of child 
Relationship changes and impacts 
Positive aspects / luck / reflections 
Practical / financial 
Physical impact on parent 
 Other helpful / hindering factors in coping 
 
Resilience 
Blame / self-criticism 
Fluidity of feelings 
Change over time 
 
Family / friends - supportive 
 
Not talking to others / keeping feelings in 
 
Would benefit from psychology /  
other support 
Delivery of information 
 
Triggers 
Home changes 
 
Future worries Impact on siblings 
Expectations 
Emotional impact on parent 
 
Protectiveness 
Positive Aspects of Experience Support Contributed to Coping 
Emotional Impact on Parents Throughout 
Journey 
a) 
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Appendix 10:  Example of worked interview transcript section 
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Appendix 11:  Author guidelines 
 
Journal of Pediatric Psychology 
 
Instructions to Authors 
The Journal of Pediatric Psychology is an official publication of the Society of Pediatric Psychology, 
Division 54 of the American Psychological Association. JPP publishes articles related to theory, research, 
and professional practice in pediatric psychology. 
Types of Manuscripts: 
• Original research, including case studies  
• Review articles  
• Commentaries 
Manuscript preparation: General Instructions 
Full instructions for uploading data and files etc. are given on Manuscript Central at the website under 
Instructions for online 
submission:http://www.oxfordjournals.org/our_journals/jpepsy/for_authors/submission_online.html 
Organization of manuscripts 
Manuscript Central will guide authors through the submission steps, including: Abstract, Keyword 
selection, and the Manuscript. The manuscript must contain an Introduction, Methods, Results, 
Discussion, Acknowledgements and Reference List. 
Length of manuscript: Original research articles should not exceed 25 pages, in total, including title 
page, references, figures, tables, etc. In the case of papers that report on multiple studies or those with 
methodologies that necessitate detailed explanation, the authors should justify longer manuscript length 
to the Editor in the cover letter. Case reports should not exceed 20 pages. Review articles should not 
exceed 30 pages. Commentaries should not exceed 4 pages. The Journal of Pediatric Psychology no 
longer accepts brief reports but will accept manuscripts that are shorter in length than the 25 page 
manuscripts. 
Manuscripts (text, references, tables, figures, etc.) should be prepared in detailed accord with the 
Publication Manual of the American Psychological Association (6th ed.). There are two exceptions: 
(a) The academic degrees of authors should be placed on the title page following their names, and 
(b) a structured abstract of not more than 150 words should be included. The abstract should include 
the following parts: 
(1) Objective (brief statement of the purpose of the study);  
(2) Methods (summary of the participants, design, measures, procedure);  
(3) Results (the primary findings of this work); and  
(4) Conclusions (statement of implications of these data). 
Key words should be included, consistent with APA style. Submissions should be double-spaced 
throughout, with margins of at least 1 inch and font size of 12 points (or 26 lines per page, 12-15 
characters per inch). Authors should remove all identifying information from the body of the manuscript 
so that peer reviewers will be unable to recognize the authors and their affiliations. E-mail addresses, 
whenever possible, should be included in the author note. 
Informed consent and ethical treatment of study participants. Authors should indicate in the Method 
section of relevant manuscripts how informed consent was obtained and report the approval of the study 
by the appropriate Institutional Review Board(s). Authors will also be asked to sign a statement, 
provided by the Editor that they have complied with the American Psychological Association Ethical 
Principles with regard to the treatment of their sample. 
Clinical relevance of the research should be incorporated into the manuscripts. There is no special 
section on clinical implications, but authors should integrate implications for practice, as appropriate, 
into papers. 
Terminology should be sensitive to the individual who has a disease or disability. The Editors endorse 
the concept of "people first, not their disability." Terminology should reflect the "person with a disability" 
(e.g., children with diabetes, persons with HIV infection, families of children with cancer) rather than the 
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condition as an adjective (e.g., diabetic children, HIV patients, cancer families). Nonsexist language 
should be used. 
 
     Systematic reviews: Systematic reviews should not exceed 30 pages. Authors are required to attach 
the PRISMA checklist and flow diagram as supplementary material for each submission. Authors can find 
the PRISMA checklist and flow diagram in downloadable templates that can be re-used at this 
URL,http://www.prisma-statement.org/statement.htm. Authors of systematic reviews that do not 
include a meta-analysis must provide a clear statement in the manuscript explaining why such an 
analysis is not included for all or relevant portions of the report. 
 
Updated January 2013 
 
